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RABIES VACCINE 


(Cumming) 


HE importance of preventing rabies is fully appreciated by the 
medica promeion for the reason that not a siagle cure of a 
well authenticated case of human rabies has ever been reported. 

The prompt employment of Rabies Vaccine is imperative for the 
safety of the patient. Rabies Vaccine (Cumming), P. D. & Co., 
is a product that represents the antigenic principle of rabies virus, 
but since it contains no living virus it can be administered with- 
out risk of precipitating an attack of rabies. The doses are not 
numbered, for they are all alike; 2 cc. of a harmless vaccine by 
hypodermic injection; no more exacting technique than that. 

Rabies Vaccine (Cumming), P. D. & Co., is made by the method 
devised by Dr. J.G. Cumming. A one per cent suspension of rabic 
brain tissue (from rabbits dying of rabies induced by an injection 
of fixed virus) is dialyzed against running distilled sterile water 
until the infectivity of the virus is destroyed. The safety of the 
finished product is assured by injections beneath the dura of rab- 
bits and subcutaneously in guinea-pigs and mice. Sterility tests 
are also utilized to insure freedom from bacteria. The vaccine is 
standardized by weight so that 2 cc. of suspension, the contents of 
one of the syringe containers, contains sufficient material for one 
injection for an adult. 

The safety and efficiency of Rabies Vaccine (Cumming), P. D. & 
Co., has been amply demonstrated by its 2, Wig ig in at least 
ten thousand cases of bites from rabid animals. The usual treat- 
ment consists of twenty-one injections—one injection daily for 
three weeks. A shorter course—one of fourteen injections only— 
suffices when the wound is only a slight scratch on the hands or 
lower limbs. 


Rabies Vaccine (Cumming), P. D. & Co., is supplied in packages of seven 
2-cc syringe containers, complete, with needles, each syringe holding one dose. 
Orders for a 21- or a 14-dose treatment should be sent direct to Detroit (the home 
office) or the nearest branch or depot. 


PARKE, DAVIS & COMPANY 


CU. S. License No. x for the Manufacture of Biological Products) 
DETROIT, MICHIGAN 
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SURGICAL CRITERIA FOR CHOLECYSTECTOMY* 
ALLEN 0. WHIPPLE, M.D. 


NEW 


The surgery of the gallbladder covers a relatively 
short period of some forty years. For some thirty 
years the debate as to whether a diseased gallbladder 
should be drained or removed was a lively one, and 
until a sufficient number of surgeons had removed 
a sufficiently large number of previously drained 
gallbladders for recurrent gall stone disease, the 
operation of cholecystectomy as the operation of 
choice for a definitely diseased gallbladder was not 
generally recognized. 

With refinements in diagnosis and the corrective 
effect of the follow-up clinic the past ten years have 
made us all realize that the results in our cholecystec- 
tomies were far better in some patients than in 
others. One of the soundest lessons of the follow- 
up clinic has been to teach the clear-cut and lasting 
benefits of cholecystectomy in gall stone disease 
where the disease is limited to the gallbladder. It 
is in the non-calculous gallbladders, in the cases as- 
sociated with pancreatic disease, in those presenting 
various types of adhesions, congenital or otherwise, 
between gallbladder and duodenum, in the cases of 
perihepatitis about the gallbladder, in the cases where 


*From the Surgical Department of Columbia University and the 
Surgical Service of the Presbyterian Hospital. 


YORK 
one calls on the assistant or a visiting surgeon to pass 
upon the pathology, it is in these gallbladders that 
judgment is too often fallacious and a cholecystec- 
tomy is done with no definite pathologic process to 
warrant it. The removal of such gallbladders may 
not, and in all probability does not, harm the pa- 
tient except for the fact that in many instances he 
will continue to complain of the same symptoms as 
before operation. A careful history and physical 
examination and laboratory study before operation 
will show atypical symptoms and signs, and finally, 
a careful and intelligent search for lesions in the 
course of an exploratory operation, if conservative 
therapy has failed to relieve the trouble, will find 
an obvious lesion that will be overlooked if attention 
is limited to the gallbladder. 

The criteria for cholecystectomy must be, and can 
only be, determined by a careful comparison of pre- 
operative with postoperative data. Such an analysis 
can best be done by a trained individual who per- 
sonally and carefully studies the cases before opera- 
tion, operates upon them himself, studies the live 
pathology as well as the specimens removed, and 
actually questions and examines the patients after 
operation for periods of months and years. I be- 
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lieve collected statistics and letter follow-ups are 


better than none, but I am convinced that they do not 
compare in value as data upon which to base sound 
conservative judgment, to the information obtained 
in the above described manner. 

It is for this reason that I have selected a group 
of patients, small though it is, whom I have studied 
personally, many of them with the medical men in 
our combined consultation clinic, whom I have oper- 
ated upon and whom I have seen by actual follow- 
up visit for periods of one to ten years. I have 
taken my cases of cholecystectomy, where the sub- 
acute or chronic disease was limited to the gall- 
bladder. That is of 335 operated cases of biliary 
tract and pancreatic disease, I have found 227 such 
cholecystectomies. 

Of these 227 cases, 217, or 96%, were seen in 
the Follow-up Clinic. Nine were lost to follow-up, 
i.e., 4%. One patient died in the hospital follow- 
ing the operation, that is, the operative mortality 
was 0.4%. 

I have divided these 227 cases into two main 
groups: those showing stones; those without. There 
were 170 gallbladders with stone or stones, 47 with- 
out. Of the 170 calculous cases, 152, or 89.4% were 
relieved entirely of pain—acute or chronic, and of 
their interval digestive disturbances. That is, they 
were relieved of all the symptoms referable to their 
biliary tract of which they complained before opera- 
tion and were legitimately considered to be what we 
call an optimum symptomatic “4”. There were 18 
cases that had less than a 4, that is a 10.6% were 
not entirely relieved. Three were total failures, 
1.8%. They had all the symptoms complained of 
before the operation. The majority of the 18 were 
classed as “2 or 3 symptomatic,” their chief trouble 
being bloating and belching. ; 

There were 47 non-calculous cases. Of these, 
76.6% showed a symptomatic 4 on their last follow- 
up visit. 23.4% were not entirely relieved. Of these 
II unsuccessful cases, 4 were complete symptomatic 
failures and were recorded as “symptomatic 0.” 

In analyzing our unsuccessful results in’ the two 
groups, a study of the histories, the associated con- 
ditions and the lesions explain some of the failure 
to relieve symptoms. In the calculous group of 18 
there were three diabetics, two severe psychoses, one 
tuberculous case who later developed Addison’s dis- 
ease, one came to the hospital six months after 
cholecystectomy with suppurative cholangitis and 
died following choledochostomy. In the non-cal- 
culous group of 11, one developed severe jaundice 
and asthenia three months after operation and lived 
two years, dying of gastric hemorrhage. The others 
had recurring belching and bloating and epigastric 
distress, showed anxiety neurosis or no definite cause 
for their recurrent symptoms. 

It is very evident in studying these two groups 
of cholecystectomies that the calculous cases give 
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far better results. It seems to me that there are two 
very good reasons for this. First, the patients had 
more striking symptoms, usually severe gall stone 
colic. Their sense of relief far outweighs any 
minor complaint, such as belching. Many of the 
“symptomatic 3” cases acknowledge this symptom 
only after definite questioning. The second reason 
is the fact that gall stones establish tangible path- 
ologic processes and connote preexisting inflamma- 
tion in the majority of cases, 

To my mind calculous cholecystitis offers in the 
great majority of cases such a definite, clear-cut 
history and easy diagnosis, such brilliant results fol- 
lowing cholecystectomy, such a low risk if operated 
upon before the disease passes beyond the cystic 
duct, and such dire results when common duct and 
pancreatic involvement makes surgery urgent, that 
any other therapy than surgical removal in the in- 
terval is bad therapy. I am particularly opposed to 
the advice so frequently quoted by these patients 
“The doctor said he would dissolve the gall stones 
with medicine and that an operation is not neces- 
sary.” I have yet to have demonstrated to me this 
sovereign solvent. 

The non-calculbus cholecystitis cases offer a far 
different problem: first, the establishing of a diag- 
nosis; second, determining the pathology involved 
on the operating table; third, when to leave the gall- 
bladder intact. With regard to the diagnosis: These 
patients do not give clear-cut typical gall stone colic 
histories. They are more frequently the ptotic, nulli- 
parous women or the spare, narrow-chested men. 
They are easily confused with the ulcer group. 
Their chief complaint is epigastric distress of one 
sort or another without definite time relation to food 
intake. It is in these cases that careful gastro- 
intestinal barium fluoroscopic and +-ray studies are 
of real help in ruling out gastrointestinal disease. 
The newer method of cholecystography is of value 
in this group. And I should like to emphasize my 
feeling that it is in this group only that the test is 
of any real importance. There is a tendency to con- 
sider it essential in the diagnosis of gall stone dis- 
ease. A failure of the dye to concentrate in the 
gallbladder by the intravenous method is in these 
non-calculous cases of very real value. Concentra- 
tion and emptying of the dye does not by any means 
rule out the presence of gall stones. The determining 
of disease in a non-calculous gallbladder is not at all 
easy in many cases. The first essential is to make 
sure there are no stones, which are easily overlooked 
in a tense, apparently inocuous-appearing and feel- 
ing gallbladder. If the gallbladder does not easily 
empty on gentle steady pressure, aspirate the bile. 
It is remarkable how many stones will be palpable 
after this procedure, in some of these gallbladders. 
If the gallbladder easily empties but is definitely 
thickened, not pliable and shows glands enlarged at 
the cystic duct and along the common duct, it is 
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better out, especially if there is induration over the 
head of the pancreas. 
When to leave in the gallbladder: If it is not 


clearly and definitely diseased, as discussed, i.e., if 


it is thin-walled, with no stones, easily collapsible. 

Drain: 1. if there is severe acute inflammation 
with edema of the ducts and gastrophepatic omen- 
tum and pancreas. 

2. If there is edema and lymphangitis of the en- 
tire pancreas. 

3. If there is a question of carcinoma of the 
common duct below the cystic duct or of the pan- 
creas, do a cholecystduodenostomy or a cholecyst- 
gastrostomy, 

In closing I should like to say that I believe it is 
poor surgery to remove a gallbladder simply because 
it is in the field of operation. Such a cholecystec- 
tomy will not relieve the symptoms for which the 
patient was explored. 


A STATISTICAL SURVEY OF 3700 
RECTAL CASES 


FREDERICK C. SMITH, M.SC. (Med.), M.D. 
PHILADELPHIA 

If one were to toss a coin into the air, it would 
come down either head or tail. If he were to con- 
tinue tossing it, it might show a series of heads 
or a series of tails, but if it were thrown some 
hundreds of times, it would show 50% heads and 
50% tails, according to the law of averages. Ap- 
plying this principle to medical subjects, one 
might see in a given time a fairly large number 
of patients with some unusual lesion but over a 
period of years with hundreds of cases studied, 
the true incidence of the various pathologic 
forms is certain to manifest itself, extraneous 
factors being taken into consideration. It has 
therefore seemed to me that a statistical survey 
of the diagnoses of 3700 consecutive, private pa- 
tients from the practice of Dr. Collier F. Martin 
would be of some interest. Without attempting 
to enter into the fine points of diagnosis these 
are classified under more or less broad headings. 
Likewise the final outcome of the cases are not 
within the scope of this paper. 

The first points of interest are the sex and age 
incidences. There were 2556 (69%) males and 
1144 (31%) females. At first glance, this would 
seem to indicate that more than twice as many 
males as females suffer from rectal disorders, 
but there are several factors that enter into this 
question that probably make this untrue. In the 
first place women are more reticent than men 


about consulting a physician and undergoing the _ 


necessary examination when they have rectal 
trouble, and they will endure discomfort or bleed- 
ing for a long period rather than submit to treat- 
ment. In the second place, many women either 
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consult gynecologists rather than proctologists 
for their rectal troubles or else they have these 
corrected at the time of some gynecological oper- 
ation. It is probably true that at least as many wo 
men as men suffer from disease of the rectum. 

In Table 1 the ages of the patients have been 
arranged according to decades. It will be seen 
that 2095 or 56% of the cases occurred within 
the fourth and fifth decades. It is during this 
period of life that a slowing up of activity be- 
gins. Habits have become settled and with les- 
sened exercise there is a tendency toward over- 
eating and constipation. Rectal disease of long 
standing may begin to give symptoms, or per- 
haps for the first time in his life the individual 
can afford to consult a specialist. It is there- 
fore a perfectly natural thing that such a large 
proportion of rectal trouble should have been 
seen at this time. There were but 79 cases under 
the age of 20 years. Symptom-producing rectal 
disease is uncommon during this period; hemor- 
rhoids being almost unknown during the first 
decade. Most of the individuals in the first two 
decades were suffering from polyps or from acute 
infections. 


TABLE I 
DECADES MALES % OF FEMALES [Jo OF 
TOTAL CASES TOTAL CASES 
Ist 
0-9 16 0.4 10 0.3 
2nd 
10-19 33 0.9 9 0.2 
3rd 
20-29 376 10.2 184 4.9 
4th 
30-39 8o1 21.6 337 9.1 
5th 
40-49 650 17.6 307 8.3 
6th 
50-59 183 48 
7th 
60-69 192 5.2 74 2.0 
8th 
70-79 54 1.4 26 0.7 
oth 
80-89 I 3 
Unknown 
age 22 II 


Hemorrhoids, especially internal hemorrhoids, 
constitute the most frequently encountered path- 
ological condition. Of the 3700 patients in the 
series, 2060 (55.6%) showed internal hemor- 
rhoids on examination, although many of them 
did not have definite symptoms therefrom, com- 
ing for examination because of some other 
trouble. Table 2 shows the fourth and fifth 
decades with the largest numbers of internal 
hemorrhoid cases, just as these two decades had 
the largest group of patients. However, a com- 
parison of the cases of hemorrhoids in a given 
decade, exclusive of the first and second decades, 
either as a whole or by sexes, with the total num- 
ber of cases seen in that decade, shows that 


132 
neither age nor sex has much effect on the inci- 
dence. This finding is in line with my belief 
that the basic etiologic factor in hemorrhoids 
is an architectural defect, and that symptoms are 
produced by infection of a low grade type. 


TABLE 2 


ExTERNAL HEMORRHOIDS 
FEMALES MALES FEMALES 
Yo OF TOTAL 
CASES IN DECADE 


INTERNAL HEMORRHOIDS 
MALES 


DECADES % OF TOTAL 


CASES IN DECADE , 
2nd 
10-19 


39.1 
55.8 
60.2 
64.0 
55-4 


38.4 
Unknown 
age 19 


No cases of internal hemorrhoids were seen in 
the first decade. The four cases of the second 
decade were aged 15, 17 and two 19 years. It 
apparently requires a long period for inflamma- 
tory changes to advance to a sufficient degree to 
produce symptoms or macroscopic evidence. 

External hemorrhoids are of minor import- 
ance. When they are thrombosed they are pain- 
ful and therefore important to the patient but, 
even without operation, the pain disappears in 
a few days, the thrombus is gradually absorbed 
and rarely are there any bad results from 
having had the condition. 

Table 3 gives the incidence of the major infec- 
tions that form the second largest group of cases 
in the series. It is in the experience of every 
proctologist to be constantly meeting the diag- 
nosis of ischio-rectal abscess in any infection 
that occurs about the rectum. In this series it 
will be seen that but 95 of the abscesses could 
be classified as right or left ischio-rectal ab- 
scesses, while 128 were posterior abscesses (post- 
anal or retro-rectal). Again, in the group of 
fistulas (which are simply chronic abscesses) 85 
were right- or left-sided, while 148 were poster- 
ior. Comparing the number of possible ischio- 
rectal infections with the entire group makes the 
numeral ratio even more striking. Right- and 
left-sided infections totaled 180. All other infec- 
tions, excluding the unclassified fistulas and the 
strictures, total 336. For the sake of accuracy, 
practitioners should make a correct diagnosis, 
for they certainly would not call an abscess 
“axillary” if it were situated on the anterior chest 
wall. 
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TABLE 3 


Right abscess 

Left abscess 

Left tuberculous abscess 
Left pelvi-rectal abscess 
Right pelvi-rectal abscess 
Double pelvi-rectal abscess 
Perirectal abscess 
Tuberculous perianal abscess 
Anterior abscess 
Tuberculous: abscess 
Posterior abscess 
Recto-vaginal abscess 


Right fistula 

Left fistula 

Posterior fistula 

Posterior tuberculous fistula 
Anterior fistula 

Recto-vesical fistula 

Multiple fistulae 

Fistula-in-ano- (location not named) 
Fistula from pilonidal sinus 
Recto-vaginal fistula 

Stricture of the rectum 
Tuberculous stricture of the rectum 


Total cases in group 595 
(16% of total cases) 


The question of tuberculosis in relation to the 
major rectal infections is a broad one and does 
not strictly come within the scope of this paper. 
However, local tuberculosis is a relatively rare 
disease. Rectal infections are common in the 
tuberculous because of the increased suscepti- 
bility to infection as a result of the lowered vi- 
tality incident to the primary disease.’ 


TABLE 4 
ASSOCIATION OF PRURITUS WITH OTHER CONDITIONS 


No other lesion found 
Internal hemorrhoids 
Proctitis 

Prolapse and procidentia 
Cryptitis 

Fistulas and abscesses 
Fissures 

External hemorrhoids 
Papillitis 


yp 
Anal leukoderma 
Anal tuberculosis 
Diabetes 
Chronic appendicitis 
Stricture 
Anal warts 
Dysentery 
Impaction 


Total cases of pruritus 


503 
(13.6% of total cases) 


The next group, which gives the proctologist 
the greatest worry because of the varied and 
often unknown etiology and because of resistance 
to treatment, is that of cases diagnosed as pru- 
ritis ani. In this series are 503 cases, or 13.6% 
of the entire series. Montague? of New York 
has devoted extensive study to this troublesome 
symptom and has put it into two classes. In the 
first class the symptom is a mis-referred one due 
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to disease in some other organ of the body, i. e., 
the appendix, the gall-bladder, etc. In the sec- 
ond class the symptom is due to local infection, 
of the skin itself, of the crypts, etc. In either 
class the etiology can not be determined from 
the local appearance, for in a mis-referred sensa- 
tion the patient will scratch himself where he 
feels the itching and will thus infect the skin 
and bring on all the local disturbance that is 
found in every case of pruritus. 

It has seemed proper to classify the cases of 

pruritus according to the associated pathologic 
process. In the group without other condition 
determined, there may have been some cases 
with disease of an abdominal organ but many of 
these were not studied by an internist or general 
surgeon and hence some lesion may have been 
overlooked. That a possible etiologic factor was 
found in more than 68% of the cases is, at least, 
a ground for the assumption that every case is 
secondary to some rather definite lesion. In my 
experience there have been cases of long stand- 
ing that cleared up promptly when a. local in- 
.fection was properly treated. Pruritus is a con- 
dition that assuredly deserves more attention 
and study than has been accorded it in the past. 
No one suffers more or is in greater misery 
than the one who has an intense itch; and fur- 
ther, as Montague points out, it is sometimes 
the earliest symptom of some grave condition 
such as carcinoma, or other visceral disease. 

In contradistinction to pruritus, the next group 
of cases have a diagnosis that the proctologist 
loves to make. The person suffering from fissure- 
in-ano suffers so much, and such quick and sure 
relief can be given, that it is a pleasure to have 
such a person step into the office. In this group 
were 479 cases, or 12.9% of the total series. Pos- 
terior fissure predominates, of course, but anter- 
ior fissure shows a higher incidence than is con- 
sidered usual, being 10.8% of the total cases of 
fissure. 

TABLE 5 


11.3% of total cases (88.1% of 
total fissures) 
1.4% of total cases (10.8% of 
total fissures) 
0.1% of total cases ( 1.0% of 
total fissures) 


Prolapse was the next most frequent diagnosis. 
A somewhat different classification? has been 
used here because it has been felt that the old 
classification of first, second and third degree 
means little, each degree being readily converted 
into another. Accordingly, the word prolapse 
has been used where but one coat of the bowel 
is involved in the displacement, and procidentia 
where all the coats are involved. Thus we recog- 
nize anal prolapse, rectal (mucous) prolapse, rec- 


Posterior fissure 422 
Anterior fissure 52 


Lateral fissure 5 


SMITH—RECTAL DISEASES 


AMERICAN 
JourNAL oF SURGERY 


133 


tal procidentia and pelvic procidentia. Mucous 
prolapse was found in 234 cases, but actually 
the number should be much higher, for in a 
hemorrhoidal prolapse there are hemorrhoids 
plus a rectal prolapse and these cases have been 
classified only under hemorrhoids. In the entire 
group were 366 cases or 9.9% of the entire series. 
TABLE 6 

1.5% of total series 

6.2% of total series 


1.1% of total series 
0.9% of total series 


Anal prolapse 
Rectal prolapse 
Rectal procidentia 
Pelvic procidentia 

The common minor infections of the ano- 
rectal region are cryptitis and papillitis. Crypti- 
tis, strictly speaking, means an inflammation of 
the crypts of Morgagni, but many of these cases 
showed evidence of inflammation and tenderness 
along the crypt line without the crypts them- 
selves being definitely, grossly involved. Papil- 
litis is a low grade inflammation of the papillae, 
sometimes resulting in hypertrophy. 


6.6% of total cases 


Cryptitis 
4.9% of total cases 


Papillitis 

Inflammation of the rectum and colon occurred 
in 222 cases or 6% of the entire series. The small 
number of cases (52) does not begin to approxi- 
mate the true incidence of colitis. These cases 
are treated by the general practitioner, by the 
gastro-enterologist and by others and, do not 
often reach the proctologist. In this series many 
mild cases associated with other conditions may 
not have been noted. Gonorrheal proctitis would 
seem to be a rare disease but I believe that gon- 
orrhea, being a self-limited disease if it has the 
chance to be, rather frequently attacks the rec- 
tum and seldom comes to the attention of the 
physician. It is possible that some of the cases 
of proctitis should be under the listing of tuber- 
culous proctitis but were not diagnosed as such. 
With the tuberculous patient swallowing his 
sputum, more than three cases should have been 
seen in such a large series of patients. Amebic 
dysentery is not a common disease in this cli- 
mate. 

TABLE 8 


Proctitis 4.3% of total cases 


Gonorrheal proctitis 

Tuberculous proctitis 

Colitis 

Amebic dysentery 
Malignancy comprised 3% of the total sezies. 

The youngest age at which carcinoma was seen 

was 17 years. A recent, inoperable case, not in 


this series, was in a male of 29 years. 


TABLE 9 
Carcinoma of the rectum 
Epithelioma of the anus 
Sarcoma of the rectum 
Melanoma of the anus and rectum 


1.4% of total cases 


43 

49 

3 

6 

I 
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24 

3 

28 
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There were 34 cases of polyp (0.9% of total 
series) of which 8 were diagnosed adenoma and 
1 a papilloma. There was one case of lipoma of 
the anus. The term polyp used here refers to a 
pedunculated growth without regard to the 
pathology. 

Venereal disease was not common. In addi- 
tion to the 4 cases of gonorrheal proctitis already 
mentioned, there were: 


TABLE IO 


Nw b 


Suppurating pilo-nidal sinus was seen in 43 
patients (1.1%). This is a disease that, strictly 
speaking, does not belong to the proctologist. 
The site of the sinus is over the coccyx and it is 
caused by an imperfect union of the two halves 
of the ectodermic layer of the embryo. The ecto- 
dermic tissue, sequestered below the skin sur- 
face, continues to proliferate and grow hair and, 
acting as a foreign body, sometimes becomes in- 
fected, especially following trauma.* 

The next table comprises the miscellaneous 
diseases of the buttocks: 


TABLE II 
Gangrenous dermatitis resulting from phenol ...... I 
Gangrenous dermatitis resulting from mercury ... I 


In table 12 are the miscellaneous diseases of 
the anus: 


TABLE I2 
Moist anus resulting from a faulty Whitehead operation 1 


Finally, table 13 comprises miscellaneous dis- 
eases and conditions of the rectum and colon: 


TABLE 13 
Intestinal obstruction ....... I 
Paralysis of the rectum 3 
Foreign body in the rectum..............ee005- 3 
Traumatism to the rectwsn I 


In 131 individuals (3.5% of total cases) no dis- 
ease of the rectum, anus or colon was found. 
These patients were referred by physicians in 
order to have a complete examination made, be- 
cause of constipation, or because they actually 


GOLDMAN—THE PELVIC COLON 


June, 1926 


had symptoms referable to the rectum without 
a demonstrable lesion being present. 
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THE PELVIC COLON AS A SITE OF FOCAL 
INFECTION* 
HARRY GOLDMAN, M.D. 
Attending Proctologist, Hospital for Joint Diseases, 
NEW YORK 

In a paper read before this the American Procto- 
logic Society in 1924, I described infection due to 
the absorption of bacteria and their toxins from a 
focus or foci in the rectum, where a break in the 
continuity of the mucous membrane had occurred, as 
in ulcerated internal hemorrhoids, blind internal 
fistulae, etc. Another type that is common but 
frequently overlooked is found in the pelvic colon. 
The patient, complaining of painful or swollen 
joints, cannot readily associate the symptoms with 
some intestinal disorder, since blood or pus is absent 
in the excreta, and the condition is discovered only 
in a routine focal examination, 

The pelvic colon is a reservoir for the stool and 
normally has a certain range of motion, rising above 
the pelvic brim before sending the colonic contents 
through the rectum for expulsion. Following re- 
peated pregnancies, pelvic inflammation or abdo- 
minal section, adhesions are formed between this 
portion of the colon and neighboring tissues, result- 
ing in deformity and immobility and the pelvic colon 
is unable to function properly. The fecal stream is 
partially blocked and becomes a suitable medium for 
the development of certain bacteria and their toxins, 
to be later carried to some distant part of the body, 
usually the joints of the hands and feet for which 
they seem to have selective affinity. The stool 
undergoes fermentative changes and becomes highly 
acid. Irritation is continuous and a local colitis en- 
sues. There is an overproduction of mucus, the ad- 
mixture making the mushy stool found in this af- 
fection. Neither the alkaline stool found in protein 
putrefaction nor the hard stool in dyschesia play 
any part in focal infection. 

This condition of pelvic colitis is most commonly 
met in women above forty years of age, who have 
borne a number of children, have suffered from 
tubo-ovarian infection or other pelvic inflammation, 


*Read at the meeting of the American Proctologic Society, held 
at Indianapolis, April 16, 1926. 
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or have undergone one or more abdominal opera- 
tions. They are fat and flabby with pasty com- 
plexions and patches of acne over the face, chest 
and back. While not necessarily lazy, they neither 
work nor walk on account of joint pains, thus gain- 
ing in weight and, owing to distention and cramps 
in the lower abdomen, a corset is unbearable, and 
thus they develop flabbiness. In spite of poor ap- 
petite, they eat often but never partake of food in 
quantity and drink lots of fluids. Sweets, such as 
ice cream, confectionery and pasteries are not well 
tolerated. They have frequent attacks of so-called 
diarrhea but are really ‘squirters,’ going to the toilet 
often and passing small quantities of mushy stool 
with a large amount of flatus. Pruritus ani, due to 
the play of irritating excrement on the anal skin, 
prevents proper rest. Headache and backache com- 
plete the picture of a miserable patient, but in spite 
of all the symptoms of intestinal toxemia the pa- 
tient often resents proctologic examination when the 
affection has possibly been diagnosed elsewhere as 
orthopedic. 

On abdominal examination one sees the signs of 
a multipara or the scar of a previous laparotomy. 
Gurgling is evident when palpating the left lower 
quadrant. Proctoscopy is usually negative and it is 
impossible to introduce a sigmoidoscope much above 
the recto-sigmoid juncture on account of the im- 
mobility of the pelvic colon. Gastro-intestinal roent- 
genography following a barium meal, usually shows 
the opaque fluid in the pelvic colon after twelve to 
fourteen hours. This should disappear after two 
or three movements, but in this condition evidence 
of the barium meal may be found for many days. 
Direct evidence is obtained by the aid of an opaque 
enema given with the patient under the fluoroscope. 
With the enema tip inserted in the anus, the fluid 
is gradually introduced. The rectum fills normally 
but there is a stoppage at the recto-sigmoid juncture. 
Gradually the deformed pelvic colon fills but in 
spite of manipulation and elevation of the buttocks, 
it is impossible to deliver the colon above the pelvic 
brim. When filled, one sees one homogenous mass 
from which, after a time, you are able to massage 
the fluid into the descending colon. Many gas 
bubbles are seen as dark spots against the white 
background. 

The joint condition is a simple arthritis or peri- 
arthritis, usually polyarticular, with no evidence of 
serious damage to the joint structure. The stool has 
a peculiar, sweet odor in comparison to the foul 
odor of putrefaction, is mushy from the admixture 
of great quantities of mucus, contains many gas 
bubbles, is highly acid and positive to fermentation 
tests showing insufficient utilization of carbohy- 
drates. Microscopic examination shows the mucus 
to contain many cells that do not stain readily and 
are characteristic of inflammation of the colon. Well 
digested meat fibers, numerous starch granules, 
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fatty acid crystals are present. Blood is absent for 
the mucous membrane remains intact. The bacterial 
picture is never constant. Gram-negative colon 
bacilli usually predominate, with a sprinkling of 
Gram-positive organisms, streptococci and staphylo- 
cocci, the latter very scarce in contradistinction to 
bacterial pictures of infection nearer the anus, where 
they may predominate. In the routine examination 
of the blood we found that quite a number of pa- 
tients in this group had a mild hyperglycemia, the 
blood sugar ranging from 125 to 200 milligrams 
per 100 cubic centimeters, against a normal 100, 
showing them to have a lowered sugar tolerance. 
The urine in this sub-group showed traces of sugar 
and although they void often they do not have a 
real polyuria, the frequency being due to bladder 
tugging, another symptom of pelvic adhesions, 

The treatment consists in baking the affected 
joints to improve the local circulation, colonic flush- 
ings to cleanse the pelvic sewer, wet dressings for 
the pruritus ani, placing the patient in the knee-chest 
or inverted position of a Hane’s table for ten min- 
utes daily to stretch the adhesions binding the pelvic 
colon, and diet to overcome the hyperglycemia, 

A warm bircarbonate of soda solution, slowly in- 
troduced, is used for the colonic flushings and to 
overcome the hyperacidity. In more concentrated 
form it is also applied as a wet dressing to the anal 
region and was found specific for the pruritus. Oc- 
casionally we used weak solutions of acriviolet for 
the irrigation. The diets were arranged by Dr. 
Alfred Lowenthal, chief of the diabetic clinic at the 
Hospital for Joint Diseases in New York City, 
where special study is given to focal infection under 
the direction of Dr. Henry W. Frauenthal. 

The patient having a lowered sugar tolerance is 
placed on a very low caloric diet of approximately 
1300 calories, consisting of about 15 gms. of car- 
bohydrate, 40 gms. of protein and 120 gms. of fat. 
This is gradually raised until the patient gets about 
1500 calories consisting of 200 gms. of carbohy- 
drate, 40 gms. of protein and 60 gms. of fat. These 
figures were modified according to the body weight 
ot the patient, the average being about 145 pounds. 

Symptoms of focal infection in these patients clear 
up rapidly, as a rule, but are very prone to recur. 
Many of these patients had no treatment to the 
joints, attention being paid only to the colon. If 
in spite of treatment given over a long period of 
time the condition has a tendency to progress, 
laporatomy for the removal of adhesions and sig- 
moidopexy are indicated, the palliative then becom- 
ing an adjuvant to the more radical treatment. 

Given the type of patient described—obese with a 
diffuse acne, and symptoms indicative of sugar in- 
tolerance, coupled with pelvic colitis—the thought 
presents itself whether we are dealing with a po- 
tential diabetic and whether the colitis is the decid- 
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ing factor, if left untreated, in converting the patient 
into a true diabetic. 


322 WEST 72ND STREET. 


THE SYMPTOMS AND TREATMENT OF 
WEAK FEET IN YOUNG CHILDREN 


ARTHUR KRIDA, M.D., F.A.C.S., 


Assistant Surgeon and Chief of Clinic, First Surgical 
Division, Hospital for the Ruptured and Crippled, 


NEW YORK 

This is a prosaic subject. There is a wide- 
spread tendency to treat it as a matter of very 
small importance. Flat feet in a young child are 
frequently thought of as not particularly abnor- 
mal, and they are supposed to be accompanied 
by little or no disability. Furthermore, it seems 
to be vaguely assumed that the deformity is 
habitually “outgrown”. This paper is an inquiry 
into the soundness of these assumptions. It is 
based upon a comprehensive review of the sub- 
ject as it presents itself in medical literature, and 
of personal experience. 

The human foot evolved in connection with 
and in response to the upright posture. When 


Fig. 1. Sections of infantile and adult feet demonstrating the 
similarity in the degree of development of the skeletal arches. (From 
Lange u. Spitzy**). 
man hunted his food, a primary condition of his 
survival was that he possess agility, and, there- 
fore necessarily, good feet. He still possesses 
good feet so long as he lives under conditions 
that allow or demand their even relatively un- 
trammeled use’. Life in occidental urban societies 
imposes general conditions unfavorable to mus- 
cular efficiency and particular restrictions upon 
good functional use of the feet. Weak or flat 
foot is the most common disability encountered 
in such societies. Biologically, it may be consid- 
ered as “the loss (or impairment) of a recently 
evolved function?”. 

Those interested in the incidence of weak feet 
presented statistically will find valuable data in 
the papers of Bardenhauer', Whitbeck*, Henne- 
berg and Kirsch*, Ewald’, Lewi‘,’, and in 
Hospital*. The result of the investigation of 741 
school children by Henneberg and Kirsch‘ is par- 
ticularly significant in that it demonstrates an in- 
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cidence which increases from 11% at 7 years to 
25% at 14 years. 

Considered as a whole, these data demonstrate 
an incidence of at least 25% in school children. 

There are no similar statistics dealing with 
children of pre-school age. If it be generally ac- 
cepted that the individual in his development 
recapitulates his biological history, then the per- 
iod of beginning orthograde ambulation must be 
a somewhat precarious one. He only gradually 
acquires the coordination and muscular strength 
necessary to maintain the upright posture. There 
are at first awkwardness, instability, and fatigue. 

If this period be unduly prolonged, whether 
through hereditary factors, metabolic dyscrasia, 


Fig. 2. Weak foot, showing the abduction of the os calcis, Age 3. 


overweight, intercurrent disease, or ill-advised 


stimulation of effort, abnormalities in the 
relations of the supporting skeletal structures 
will occur. This sequence of events is character- 
istic of weak or flat foot in early childhood. 

The statement that is frequently made that all 
infants’ feet are flat is based upon deficient ob- 
servation. An undernourished infant’s foot is 
never flat unless it be a congenital flat foot. The 
foot of a well nourished or fat infant will appear 
flat, but if the relationship of the tarsal bones be 
determined, it will be found that a well formed 
arch exists. This important observation was 
made by Dane® and subsequently by Spitzy*®. It 
was shown that the appearance of flatness was 
due to a plantar pad of fat whose function it was 
to act as a supporting structure for the arch dur- 
ing the precarious period of beginning orthograde 
ambulation. Its gradual disappearance by ab- 
sorption was noted at about the end of the second 
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year. It may therefore be inferred that under 
normal conditions, orthograde ambulation with 
preservation of the relationship of the supporting 
skeletal structures should be attained at the end 
of the second year. 

As above stated, the failure to achieve this 
status, and within the given time period, consti- 
tutes the picture of weak or flat foot in early 
childhood. The alteration in structural relation- 
ships is a compound and variable one, due to the 
number of joints involved, and to all sorts of 


Fig. 3. Weak foot, showing the abduction of the fore part of the 
foot. Age 2. 


variations in the strenght of individual muscles. 
The primary and main deformity takes place in 
the subastragaloid joint. The weak foot of 
Whitman and the pes valgus of the Germans co- 
incide. The astragalus, carrying the leg, rotates 
inward, the forefoot is correspondingly abducted. 
In young children, the forefoot may be abducted, 
constituting the commonest form of “in-toeing”’. 
Whitman™ has made the important observation 
that this form of in-toeing is symptomatic and 
protective. Coincident with the inward rotation 
of the astragalus there is a variable amount of 
forward sliding of this bone on the os calcis. 
Viewed from behind, the os calcis is seen to be no 
longer directly under the leg but tilted to a var- 
able degree with its base toward the outer side. 
The typical flat foot presents this distortion 
fully developed, as evidenced by the flatness and 
the prominent heel. The pes valgus or weak 
foot stage is regarded by Hoffa’* as a precursor 
of the fully developed flat foot above outlined. 
The symptoms to which this deformity gives 
tise are obscured in young children by their lack 
of the power of adequate expression, Indeed, 
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children are most often brought for treatment on 
account of the obvious deformity or because of 
in-toeing, rather than for the relief of subjective 
symptoms. Parents and nurses are curiously ob- 
tuse in their failure to note the awkwardness, in- 
stability, discomfort, and early fatigue. After 
the institution of treatment, however, one is al- 
most invariably told that the child walks better 
and farther, stumbles less, and is in general more 
efficient. Among my cases is one very remark- 
able one of a very well cared for, robust, over- 


Fig. 4. Weak foot, showing the prominent heel. Age 3%. 


sized boy of 3 who was brought to me on account 
of flat feet of moderate degree. Neither the 
mother nor the child would admit that there had 
been any disability. Yet, after the institution of 
treatment, I was told that for the first time the 
boy would voluntarily walk upstairs. It appears 
that previously when the necessity for going up- 
stairs arose, he would stand at the foot of the 
stairs and howl. He had had to be carried up. 
He was an intelligent child, but he was not old 
enough to explain that his feet hurt him. 

Except for congenital flat foot, a discussion of 
the treatment of which is not here included, the 
point of departure for treatment is the stage of 
beginning orthograde ambulation. Weight-bear- 
ing makes sudden and great demands, both from 
the standpoint of strength and from that of coor- 
dination, upon muscles hitherto unused to such 
efforts. Muscular insufficiency or overfatigue 
makes for relaxation and deformity. It follows, 
therefore, that walking efforts should never be 
stimulated. Indeed, it may often be necessary 
to discourage them. 

If this stage could be consummated under nat- 
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ural conditions, and if the subsequent environ- 
ment corresponded to it, there would be no weak 
foot question to discuss. If young children could 
do their early walking barefoot or in soft sandals, 
in the open, on grass, or upon moderately uneven 
ground, they would acquire an evenly distributed 
development of their foot musculature. Floors 
and pavements are the first burden that urban 
civilization imposes upon the child who is learn- 
ing to walk. A protective foot covering becomes 
a necessity; hence shoes. 

It is evident that the provision of shoes can- 
not compensate completely for the lack of a nat- 


Fig. 5. Marked weak feet, showing the corrected posture with 
braces and shoes. Age 4. 


ural environment. We can look to it, however, 
that the shoes exercise as little deleterious influ- 
ence as the conditions will permit. On the basis 
of theoretical and practical considerations, such 
shoe should have a narrow heel, to maintain the 
alignment of the solid, weight-bearing portion of 
the foot, a narrow flexible shank, and ample toe 
room in the forward, mobile portion of the foot. 

Young children with the milder grades of weak 
or flat feet are treated by having their shoes rais- 
ed % inch on the inner borders, They are in- 
structed, as far as that may be feasible, in simple 
exercises and in a proper gait and station. It 
would be unnecessary to add that a proper gait 
is one of slight in-toeing, except for the fact that 
the polite or Charlie Chaplin attitude is still cul- 
tivated in some fashionable schools. Children 
with in-toeing and weak feet are frequently 
brought for treatment of the in-toeing. The par- 
ents are assured that the in-toeing will correct 
itself when the weak foot is cured. 

For the treatment of the more pronounced 
cases of deformity, I prefer to use the Whitman 
brace. Of the last 60 cases of weak feet in young 
children, treated in private practice, 30, or 50%, 
have been supplied with Whitman braces . 

I am fully aware of the presumption against 
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the use of any form of plate that maintains itself 
in many quarters. Yet it is practically the un. 
animous opinion of orthopedic surgeons’ who 
have written on the subject, that support is nec- 
essary in the cases of pronounced deformity. 
(Whitman", Lovett", Hoffa’®, Gaht and DeBrun- 
ner’®, Roberts!’, Kleinberg’*, Whitbeck*®, Armi- 
tage Whitman’®, Ashhurst®®, Albee’, Boor- 
stein®*, Saxl**, Lange**, Preiser®®, Baisch?*.) 
The statement that the weak foot of childhood 


Fig. 6. Showing the improvement in the imprint after treatment 
for yo year. Age 3. Marked disability, previously treated by wedg- 
ing shoes. 


is spontaneously curable, when traced to its lair, 
amounts to this, that through gradual strengthen- 
ing of the musculature, the deformity is “not sel- 
dom” improved, but there is always added the 
proviso that some form of treatment, usually 
plates, should be supplied. In view of the inci- 


Fig. 7. Casts corrected and marked for bracemaker. 


dence of the disability in later childhood, it may 
be assumed that the expectant treatment hardly 
fulfils expectations. 

The most efficient instrument for the purpose 
yet devised is the Whitman brace. The reasons 
for its use have never been better stated than by 
Whitman** himself. “Support is indicated in the 
curative treatment of all but the mildest types of 
deformity in childhood Unless deformity 
is restrained, muscular power cannot be advan- 
tageously used. If symmetry is assured, the two 
segments of the foot being in proper relation, 
walking may be used as an effective exercise to 
strengthen the muscles that control the weakened 
part. A protective brace is therefore the most 
effective agent in a lasting cure.” 

The occasional instances of grief associated 
with its use form the basis of the presumption 
against it. I believe them to be instances of 
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inept technique. I have on several occasions sup- 
plied Whitman braces to children who were sent 
in with Whitman braces that they could not wear. 
Whitman’s technique has not been improved 
upon, and if it is meticulously nents no grief 
will follow. 

Treatment by this means, doinBined with exer- 
cises and attention to’ general hygiene, will as- 
sure a cure. The duration of treatment varies 
from one to several years, depending upon the 
degree of deformity, the muscular response of the 
individual, and the cooperation that can be ob- 
tained. A properly constructed Whitman brace 
will be found to be comfortable, will relieve the 
disability, and will add to the general well-being 
of the child. Needless to say, treatment should 
be persisted in until cure is obtained. 
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X-RAY STUDIES ON CAUDAL ANES- 
THESIA AND THE INTRAVENOUS 
ABSORPTION OF SUBSTANCES 
INJECTED INTO THE 
SACRAL CANAL 
DAVID C, ELLIOTT, M.D. 


School of Medicine, University of Colorado, 
DENVER 
The area of anesthesia obtained by caudal 


block depends upon the height of the column of 
novocain solution rising outside the dura mater. 
The question as to the precise level reached by 
certain amounts of injected fluid is of considera- 
ble importance. Once clearly decided, we can 
then indicate just what nerves are blocked when 
any given amount of solution is introduced into 
the sacral canal. 

To obtain these data, several authors have in- 
jected solutions of dyes, then, after a rapid dis- 
section, the dura mater was exposed and the 
height of the fluid level judged by the staining of 
the surrounding structures. The results of these 
observations present a range of fluctuations 
which would indicate that the use of stains for 
this purpose is not accurate. One writer’ found 
on injecting 30 cc. of aqueous solution of eosin 
that in two bodies, the stain had reached the 
level of the seventh cervical vertebra; in nine 
other bodies, the level reached with 30 cc. was 
opposite the third dorsal; in two others, opposite 
the sixth dorsal; and in one body, the 30 cc. of 
eosin solution had not passed higher than the 
lower end of the dural sheath opposite the two 
sacral vertebrae. Brenner’, using methylene blue 
solutions, found the following levels, after the 
caudal injection of the various amounts: 

1. 20 cc. bathes the second, third, fourth and 

fifth sacral nerves. 

2. 30 ce. fills the sacral canal under slight 

tension. 

. 45 cc. blocks all the lumbar nerves. 

. 60 cc. stains all nerves up to the sixth dor- 
sal. 

5. 90 ce. colors all the dorsal nerves. 

6. 120 cc. rises to the second and third cervical 

nerves, 

To determine the levels reached by various 
caudal injections, it seemed advisable to inject 
an opaque substance into the sacral canal and 
then with the x-ray to immediately obtain a 
photographic record of the fluid level present. 
The material injected has not been the same in 
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each instance. Bismuth subcarbonate in oil, 
sodium bromide and various lead salts have all 
been used. Bismuth subcarbonate in oil, though 
of decidedly greater viscosity than the solutions 
used, has given the same fluid levels and also a 
sharper x-ray shadow. Using these various ma- 
terials in eight different bodies, we have found 
almost no variation in the level reached with def- 
inite amounts of solution. 

Injected into the sacral canal of bodies within 
six hours after death, as for caudal anesthesia, 
we find that 30 cc. fills the canal just to the fifth 


lumbar vertebra. In one case, using a sterile 
solution of sodium tetro-iodo-phenolphthalein, 1 
gram to 30 cc., we found that in the living pa- 
tient there was no variation from the above figure 
as determined on fresh bodies. In these, 45 cc. 
shows a fluid level definitely at the upper border 
of the fourth lumbar vertebra; 60 cc., to the 
seventh thoracic; and 90 cc., to the lower border 
of the fourth thoracic vertebra. Using 120 cc., 
the fluid level was not detected above the third 
thoracic vertebra, this extra amount of fluid ap- 
parently being displaced laterally. 

In one body, dead but three hours, we noticed 
on developing the plates that 120 cc. had reached 
only a level opposite the sixth dorsal vertebra. 
Since this was the lowest level we had observed 
for this amount, we suspected that some leak 
had occurred or that the needle had not entered 
the sacral canal. An #-ray exposure through the 
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pelvis revealed that a most decided escape of 
fluid had taken place, showing the bismuth to be 
present in the external iliac veins and the inferior 
vena cava. The probable course was through an 
injured vertebral vein and thence into the pelvic 
plexus. On autopsy, four hours later, the path- 
ologist noted that the kidneys, lungs and heart 
were all beautifully injected with bismuth which 
was present in ample amounts in the inferior 
vena cava. (See illustration) 

This case definitely establishes the fact that 
absorption into the systemic venous system of 
solutions properly injected into the sacral canal 
is apt to occur under certain conditions. Thomp- 
son', in his studies, noted that “while the injec- 
tion (sacral) was being made, the eosin solution 
flowed out from both external iliac veins.” In 
reporting an instance of extreme respiratory 
paralysis, following caudal anesthesia®, we be- 
lieved at the time that in this case the increased 
pressure during the strain of labor forced a suf- 
ficient amount of novocain solution into the sys- 
temic venous system through an injured vertebral 
vein to cause the respiratory failure we noticed. 

SUMMARY 

By the use of x-ray plates, taken immediately 
following the injection of solution into the sacral 
canal, we have found that given amounts of solu- 
tion reach rather definite levels in relation to the 
spinal column. These #-ray studies have corro- 
borated Thompson’s observations that systemic 
venous absorption, following sacral injections, 
does occur. They further reinforce our former 
conclusions, namely, that a slightly injured verte- 
bral vein will, under stress of increased pressure, 
permit solutions injected into the sacral canal to 
enter the inferior vena cava by way of the pelvic 
plexus. 
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PRIZE THESIS CONTEST 

The American College of Physical Therapy 
announces a Prize Contest open to licensed phy- 
sicians, physicists, and fourth and fifth year med- 
ical students from recognized medical schools. 

Papers must be limited to 2,000 words and ac- 
companied by a brief abstract. All theses must 
be submitted to the Chairman of Thesis Committee, 
Dr. D. Kobak, 30 North Michigan Avenue, Chicago, 
not later than August 15, 1926. 


al 

Vo 
iy 
T 
me 
ha: 
ha 

a 
pa 
th 
sti 

a 
b 
ev 
Wi 

i m 

w 
in 
w 
Va 

e 

e 

od 

i 


Vout. XL, No. 6 


TRANSACTIONS OF THE SECTION OF 
SURGERY, NEW YORK ACADEMY 
OF MEDICINE 


MEETING OF FEBRUARY 5, 1926 


THE CHAIRMAN, DR, FREDERIC W. BANCROFT, PRESIDING 


PRIMARY CARCINOMA OF THE LUNG 
HENRY W. CAVE, M.D. F.A.C.S. 
NEW YORK 

Primary carcinoma of the lung is essentially a 
medical entity, for up to the present time surgery 
has not effected a remedy for this disease and 
has been used merely for the most part as an 
ameliorative measure. The internist and the 
pathologist, especially the latter, see and conduct 
the majority of these cases. Even in the early 
stages when a correct diagnosis has been made 
and surgery instituted, the outcome has usually 
been fatal; for whatever had to be done to give 
even scant hope for a permanent cure necessarily 
was of such a radical nature as to prove too 
much. These cases have been, are, and no doubt 
will continue to be of sufficient rarity to prove of 
interest, especially from a surgical viewpoint, for 
with early recognition and with the great ad- 
vances made in recent years in pulmonary 
surgery absolute ablation of the growth can be 

expected. 
INCIDENCE 


It is a disease of the decades after 50, and many 
cases occur between the ages of 50 and 60. How- 
ever several have been reported in children, and 
even congenital multiple tumors of the lung have 
been discovered. It is more common in males 
than females, the proportion having been esti- 
mated as 3 to 1, the right lung being more often 
involved than the left. 

As far back as 1810, Boyle’ described lung 
cancer; Ebermann? in 1857 collected 72 cases, one 
of which was in a boy of 8 years; Reinhardt® in 
1878 reported 5 cases found in 8,716 necropsies at 
the City Hospital of Dresden. It was Wolf* in 
1895, and a year later Passler®, who gave the 
most detailed descriptions of the pathology, both 
gross and microscopic, as well as the symptoms, 
signs and clinical course of this disease. Men- 
tion must be made of Adler’s® splendid mono- 
graph, published in 1912, citing 374 cases collect- 
ed by him. Moise in 1921 reported 5 cases in 375 
necropsies, or 1.38% of all autopsies performed at 
the New Haven Hospital, or 17% of all carcinoma 
autopsies. In England over a period of 22 years 
only four definitely established cases were found 
in 3183 post-mortem examinations at King’s Col- 
lege Hospital*. In fact, up to 1918 only 428 
authentic cases had been reported. 

As uncommon as the disease may seem from the 
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above citations, I have no doubt that hundreds of 
cases went undiagnosed by the internists due to the 
situation of the neoplasms in the bony cage of the 
thorax where they could not be seen or felt and 
where they gave signs easily confused with tuber- 
culosis. Most of these went unrecognized until the 
advent of roentgenography and fluoroscopy; and 
many htindreds more were no doubt operated upon 
by surgeons and set down as lung abscesses or deep- 
seated interlobar empyemas. 

It is significant that the three years from 1920 
through 1922 find a much greater number of cases 
reported than in any previous three years in the 
history of medicine. Most authorities believe this 
to be due to the fact that it was the period of the ap- 
pearance of the late sequelae of the influenza epi- 
demic of 1918-1919. 

At the close of the epidemic, Winternitz® in his 
comprehensive monograph on the Pathology of In- 
fluenza in a measure prophesied the increase of lung 
cancer, for he said, “It is rare to see such activity 
on the part of the epithelium as that frequently en- 
countered in influenza. The alveoli may be lined 
by newly formed cubical cells, and mitotic figures in 
the injured bronchiolar lining occur in abundance. 
This might lead to the supposition that, if the 
epithelium were restricted in its path of develop- 
ment, it would pile up to form a typical nest, just as 
the epithelium at the edge of a healing chronic ulcer 
of the skin may pile up and extend fairly deep into 
the tissue. In a number of cases, epithelial prolifera- 
tion has been so extensive that it could not be dif- 
ferentiated histologically from an invasive, malig- 
nant neoplasm. There is no reason to believe that 
malignancy might not result from the continuous 
stimulation of epithelium to proliferate in the 
chronic inflammatory process of the lung in influ- 
enza, just as chronic infection in the lung of a mouse 
results in a much higher percentage of spontaneous 
neoplasms of the respiratory tract in this species than 
in those animals where chronic pulmonary inflam- 
matory processes are uncommon. It will be interest- 
ing, indeed, to see whether, as a late manifestation, 
there is an increase in the number of now relatively 
rare epithelial new growths in the respiratory tract 
of man.” As to the present and future incidence of 
this disease having as a basis the 1918-1919 epidemic, 
Winternitz writes me in a letter received a few 
weeks ago, “I believe, however, that the crest of the 
wave of increased incidence of cancer of the lung 
is now long past for the really serious cases of in- 
fluenza have either succumbed or healed.” 

During the past 15 years there have been in the 
wards of the Roosevelt Hospital only four cases of 
cancer of the lung, three of which were diagnosed 
clinically with the aid of the x-ray. Two of these 
patients died, no necropsy being performed on 
either; the third was discharged unimproved. Fol- 
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lowing is a digest of the histories of these three 
patients : 

Case 1. J. S., 12041 D. A salesman, 48 years of age, 
complained for over two months of shortness of breath 
and pain on coughing. The cough was unproductive during 
the first six weeks of illness and thereafter produced sputum 
of a white, tenacious character; dullness to flatness at left 
base posteriorly; breath sounds diminished; fremitus lost; 
thoracentesis fluid negative. Died four months after onset 
of symptoms. No autopsy. 

Case II. M. S., 15814. A male dishwasher, 32 years 
of age, had a cough for nine months which was diagnosed 
by the late Dr. Jacobi as a bronchitis. The cough, for the 
most part. was unproductive, ‘occasionally bringing large 
amounts of glairy, white sputum and once a small amount 
of blood. Two months previous to admission on the Medi- 
cal Service, he was operated upon at the Roosevelt Hospitai 
for empyema of the upper half of the right pleural cavity 
and a diagnosis of left pulmonary tuberculosis was made on 
admission. X-ray report: left lung mottled; right shows 
shadow from 4th rib to dome of diaphragm, obliteration of 
shadow of dome of diaphragm and costo-diaphragmatic 
sinus. Discharged unimproved. 

Case IIT. M. Me. 17237. A male clerk, 55 years of age, 
complained of general weakness for six months; had been 
expectorating thick, greenish-yellow material, occasionally 
tinged with blood, for a year and a half: loss of weight 
50 pounds; pain in left shoulder; diabetic for 10 years. 
Physical examination showed the left lung flat at apex and 
dull to scapular angle behind. Breath sound amphoric; a 
few dry rales in front, many fine inspiratory rales and di- 
minished breathing; in lower left lobe diminished breath- 
ing. Sputum negative for tubercle bacilli. X-ray shows a 
large tumor mass occupying the left upper chest, hav- 
ing an irregular fibrous structure, and marked erosion 
of upper ribs on same side. The mass and the condition 
of the ribs were definitely suggestive of malignant tumor. 
Died. No autopsy. ‘ 


Case IV came for relief of a supposed surgical con- 
dition, namely suppurative pleurisy of the right chest. He 


was a newspaper editor, 55 years of age. One half of this 
man’s time was spent working in badly ventilated, very 
hot rooms with a certain amount of dust particles in the 
air. Except for what he describes as a “touch of pneu- 
monia” of the right lung 31 years before for which he was 
kept in bed for four weeks, he had enjoyed good health. 
He had been a moderate user of alcohol and an excessive 
smoker. In October, 1923, he started in rather abruptly with 
a cough and shortness of breath. From the right pleural 
cavity was withdrawn fluid the character of which he did not 
know. He was hospitalized at that time for about seven 
weeks. 

In April, 1924, he came to me complaining of a cough. He 
had no fever. There was an area of dullness with 
diminished breath sounds over the region of the right 
middle and lower lobes. He was referred to an internist 
who had roentgenograms made of the thorax, and a diag- 
nosis was given of bronchiectasis of the right lower lobe. 
He went through the summer and fall of 1924 comfortably. 
In January, 1925 he entered the Roosevelt Hospital com- 
plaining of an annoying, unproductive cough and a feel- 
ing of weakness. He had lost 10 pounds. In an area from 
the level of the fifth rib down in the right chest posteriorly, 
the percussion note was flat; breath sounds markedly 
diminished. Exploratory puncture with a needle withdrew 
about two drams of thick pus, which on culture grew 
streptococcus hemolyticus. Repeated sputum examinations 
negative for tubercle bacilli. A few days later a portion 
of the eighth rib was removed in the posterior axillary 
line and a small pocket of pus in the pleural cavity was 
opened into. The pus pocket seemed too small to account 
for the man’s distress. Therefore, two days after the first 
operation, he was again operated on and a larger pus 
cavity was found and drained. Cough, pain and dyspnea 
soon ceased. The wound healed and the patient was dis- 
charged from the hospital cured. 

Four months later, on April 24, 1925, he again entered 
the Roosevelt Hospital greatly distressed by dyspnea and 
a severe cough, with abundance of white glairy and at times 
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yellowish blood-tinged sputum; slight elevation of tempera- 
ture; loss of weight and weakness. The operative wound 
was healed. The entire right side of the chest was prac- 
tically flat on percussion from the level of the 5th rib down. 
Breath sounds hardly distinguishable. Exploratory puncture 
withdrew thick pus, which grew streptococcus hemolyticus 
on culture. Repeated sputum examinations revealed only a 
mucoid bloody material, numerous long chains of strepto- 
cocci and no tubercle bacilli. From the clinical findings 
and roentgenograms, it was thought that he now was suf- 
fering a lung abscess. A radical procedure was decided 
upon. Four inches from each of the 7th, 8th and oth ribs 
in the posterior axillary region were removed; the parietal 
pleura, greatly thickened, was incised, and a huge, caseating 
necrotic mass of soft, gelatinous, friable lung tissue and 
nus was opened into. At first it gave the impression of a 
large, caseating tuberculous, cavity, but upon closer examina- 
tion the lung tissue had the gross appearance of adenocar- 
cinoma. This necrotic mass was literally scraped out with 
the hand, leaving a cavity approximately 10x18 cm. in 
diameter, the walls of which were firm. It seemed that the 
entire lower lobe had been scraped out; a bronchus was 
treated by crushing, ligating and suturing into the wall 
of the cavity. A fat pad was sutured over this already 
buried bronchial stump. Cavity Dakinized. 

Uneventful immediate operative recovery. Diagnosis of 
specimens removed (Dr. White): endothelioma of pleura. 
Patient sent home. Wound failed to heal although patient 
gained in weight and greatly improved for two months. 
Edema of the lower extremities developed, then ascites and 
convulsions (indicating most likely cerebral metastasis) ; 
and death followed on November 9, 1925. 

Autopsy (the same day): No external measurements 
or gross external observations were made. The chest plate 
was removed in the usual manner. The right lung was 
contracted and adherent by firm, fibrous tissue bands to the 
parietal pleura and to the ribs. The under surface of the 
right lung was firmly adherent to the bone and when the 
adhesions were broken through, a mass of necrotic and 
semi-solid material flowed through the opening in the 
fibrous: tissue. When the lung was pulled away from its 
adhesions posteriorly, a small area of firm, fibrous tissue, 
with a few areas of what was apparently lung tissue re- 
mained adherent to the chest wall, about a sinus that opened 
exteriorly. 

The left lung was fully aerated, apparently normal in 
color and consistency, and was not adherent to the chest 
wall or to the diaphragm. Both lungs and heart were 
removed from the chest cavity and will be described below. 
The peritoneum was opened in the usual manner, and about 
1000 c.c. of fluid was found in the cavity. There were no 
metastatic growths on the peritoneum, visceral or parietal. 
The liver was essentially normal in size and. consistency 
and showed no metastasis. The spleen was small and 
essentially normal. None of the material was removed 
from the abdominal cavity for examination. 

The Right Lung from apex to base measures 20 cm. 
and its thickness at the hilus region is 13 cm. The surface 
of the lung is roughened by many firm, fibrous adhesions. 
At the base the diaphragm is very firmly adherent. Pos- 
teriorly, in the lower lobe there is an area of rough, necrotic- 
like tissue which extends partially into the base of the 
upper lobe and measures 13x7 cm. Surrounding this area 
is a mass of dense, white, fibrous tissue. On palpation 
only a small portion of the apex of the upper lobe crepitates. 
The remainder of the lung is very firm. There is apparently 
no discrete tumor formation in the lung. 

On section through the firm area, the cut surface pre- 
sents a greyish, firm appearance. The blood vessels and 
bronchi exude a thin, bloody fluid. Near the roughened 
area, the bronchi contain a thick, creamy pus and in one 
area a small abscess cavity is encountered. ‘ 

The Left Lung contains a fair amount of carbon deposit 
and is completely aerated throughout. There is no gross 
evidence of metastasis. On section there is a fair amount 
of edema. No areas of consolidation. 

The Heart measures 12 cm. from apex to base. The 
ventricle wall is 2 cm. in thickness and the valves are all 
essentially normal in character. There is a small amount 
of post-mortem clot in the aorta and in the vena cava. 

On the right side of the trachea there is a large, firm, 
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nodular mass which measures 6x4 cm., adherent to the 
trachea, which mass is apparently lymph glands. On sec- 
tion the surface presents a firm, grayish-black appearance. 

Sections: Aj—Through firm area of right lung. B—Lymph 
nodes. C—Chest wall. 

Microscopic Examination. Sections through the firm area 
ot the right lung near the pleura show a firm mass of 
fibrous tissue supporting irregular masses of large, pale- 
staiming cells. ‘Lhe individual cells are polygonal in shape 
and have pale-staining nuclei. ‘lhese nuclei contain a good 
deal ot chromatin material and in many areas mitotic figures 
are seen. In these sections there is a good deal of mononu- 
clear reaction. ‘Lhe sections through the lymph nodes show 
littie or no lymph node structure but large masses of a 
iairly dense fibrous tissue surrounding large masses of 
iarge, pale-staining, polygonal cells. ‘Lhe nuclei of these 
ceils are large and contain a good deal of chromatin ma- 
terial. In many areas mitotic figures are seen. ’ 

The chest wall specimen consists of two pieces of rib 
and four pieces of irregular-shaped fibrous ‘tissue. One rib 
segment is 9 cm. in length, slightly curved, but smooth, 
with little evidence of necrosis. The second piece of rib 
is the same length, but broken in the middle. The bone 
surface is roughened and shows some inerease in the 
number of bony projections. About the point where the 
bone 1s broken there is a considerable mass of soft, some- 
what hemorrhagic tissue. ‘Lhe medullary cavity contains 
red marrow and apparently also some soft granulation tissue. 
There is no evidence of pus or grossly visible tubercles. 
Of the fragments of soit tissue, the largest is an oblong 
piece, measuring 2.5x4x1.5 cm. It shows one white and 
one reddened surtace, with a tew bony spicules in it. ‘The 
cut surtace shows white, fibrous tissue and muscle fibers. 
‘the other pieces are irregular-shaped, torn fragments of 
tissue. Within this irregular mass one finds layers of 
apparently definite, tough, fibrous tissue, zones of muscle 
fibers, spicules of bone, areas of torn and possibly necrotic 
material. 


Microscopic Examination. Sections through the decal- 


cified bone taken from the healthy rib show firm, bony 
trabeculae with marrow fat and marrow cells lying in the 
interstices, but there is little evidence of a pathological 


process. ‘The sections through the broken parts of the bony 
material show small trabeculae of bone, some large fields 
of fibrous tissue and a little cartilage. What appears to 
be medullary material shows evidence of some fibrosis, 
edema and inflammatory cell infiltration. The most strik- 
ing features of these sections that include bony trabeculae 
are the unexpected mass of cells that have the general 
growth characteristics of epithelial elements. These masses 
are round, oval or band-like and consist of relatively 
pale-staining cells with dark nuclei. They will be de- 
scribed more adequately under the undecalcified tissue sec- 
uons. The sections of the dense fibrous tissue fragment 
show a compact connective material, very vascular and 
without evidence of inflammation. Beautifully preserved 
striated muscle bundles lie adjacent to the fibrous tissue. 
The sections of the softer tissue show a few strands of 
fibrous tissue supporting great masses of what appear 
similar to epithelial cells. 1n the center of the section they 
appear as round medullary masses while at the periphery 
one sees long, blunt papillae with a fine core of fibrous 
tissue bearing heavily stratified layers of cells. The in- 
dividual cell units are polygonal structures with almost color- 
less cytoplasm and relatively large, oval or round or some- 
time elongated nuclei that are deep staining and granular. 
There is considerable inflammation in certain circumscribed 
zones of the tissue. 

On June 25, 1925, a small specimen was removed from 
the sinus tract which showed the specimen as a small round 
disc 1 cm. in diameter and 0.2 cm. in thickness. The tissue 
in its partially fixed condition is white, moderately tough 
and fibrous, with a surface covered by fine parallel grooves. 

Microscopic Examination. The sections of this material 
reveal areas of fibrous tissue and others of large, pale, 
epithelioid cells. The fibrous tissue is very edematous and 
thin and is liberally sprinkled with small and large mononu- 
clear cells. This connective material occurs in sheets and 
in small strands encircling individual islands of the abnormal 
cells. These cell islands are often round but assume a 
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multitude of unusual shapes. They occur in meshes of a 
fibrous tissue tree or else may have as their center a tiny 
fibrous tissue core as if there remained a faintly papillary 
tendency in their structure. The cells themselves are ex- 
tremely variable. Many times they appear as immense 
polygonal cells with a pale cytoplasm and large, dark 
nuclei, while at other times where the cells appear com- 
pressed the nuclei have the form of small, slender spindles 
with little cytoplasm about them. Mitosis is occasionally 
seen. The tissue resembles closely that removed from 
the patient’s pleura at operation. 

X-Ray Reports May 31st: right lung shows defective 
ventilation at the right base, there being a large infiltrative 
area around the right descending bronchus. The right side 
of the diaphragm is elevated and the right costo-phrenic 
angle is obliterated. The left side of the diaphragm is 
displaced with a moderate dilatation of the phrenic angles. 
There is a moderate increase in the transverse diameters of 
the heart. Diagnosis: changes in the right lung do not 
simulate tuberculosis; they are probably the result of an 
infection other than tuberculous; changes along the right 
descending bronchus are those of an infiltrative bronchiec- 
tasis; changes in the diaphragm indicate that there must 
have been an obliterative pleurisy at one time. 

December 31st: Stereoscopic plates were made of the 
chest and when compared with the original plates they 
show that there has been an extensive increase in the in- 
filtrative change in the right lower lobe. The entire lower 
lobe appears involved at the present time and the density 
at the base suggests the possibility of a thin layer of pleural 
exudate. Heart and aorta are unchanged in size, remaining 
practically the same as in the previous plates. 

January 14th: Plates made of the chest in the erect 
posture show that at least a portion of the exudate at the 
right base has been removed. There are some areas, how- 
ever, that suggest the possibility of pocketing. 

March aist: Stereoscopic plates made with the patient 
in the erect posture show a diffuse obliterating density over 
the right base. We are unable to demonstrate any fluid 
level in this region. We are unable to state whether the 
shadow shown is to some retained exudate or to a thickened 
pleura. The right lung is apparently completely expanded. 

May 18th: Stereoscopic plates made of the chest show 
a large cavity at the right base with the lung adherent 
to the diaphragm anteriorly. The infiltrative area at the 
right base is moderately diminished and no retained exudate 
is apparent. 

June 6th: Stereoscopic plates show the relative quantity 
of infiltration along the right base to be the same as in 
the previous plate. There is nothing that would indicate 
extension. The cavity or pleura space at the right base 
has been reduced. ' 

July 24th: Stereoscopic plates show the upper half of the 
right lung normally ventilated and without infiltration or 
consolidation. The plates do show a definite consolidation 
in that remaining portion of the lung immediately above the 
diaphragm. This consolidation is apparently denser than 
in the previous plates, but there is still no finding that would 
indicate an extension of the process into the lung. 

September 21st: Plates show only slightly increased 
density in the shadow of the lower half of the right lung. 
There is still no extension of the process upward into the 
remaining portion of the right lung. No metastatic nodules 
can be made out in either right or left lung. 

ETIOLOGY 

Chronic inflammatory conditions of whatever 
nature play a decided role in the etiology of lung 
cancer; constant irritation, abnormal secretion 
and chemical instabilities are the chief factors in 
cancer origin in the lung as in other parts of the 
body. Tuberculosis is often an associated lesion. 
The tuberculous process may be found incorpor- 
ated in the tumor proper or lying outside of the 
tumor mass in varying-sized areas or lumps. In 
the wall of a tuberculous cavity squamous cell 


carcinoma has been found. A carcinomatous 
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tumor of the lung may be completely surrounded 
by a dense tuberculous lesion. The two diseases 
may co-exist in the same lung, one completely 
separate from the other. Yet it is generally 
agreed that tuberculosis is an important etiologi- 
cal factor. 

Changes incident to the occurrence of foreign 
particles in the bronchioles and alveoli, as in 
coal miners, suggest these factors as causative 
agents. Through a tracheotomy wound, Kimura’ 
insufflated into the bronchial tree a small amount 
of crude coal tar and in a rabbit which he killed 
on the 80th day following insufflation he found a 
small area of adenocarcinoma of the lung and in 
a guinea-pig killed on the 140th day, multiple 
areas of adenocarcinoma. 

Ibuka™ introduced pieces of paraffine trans- 
pleurally into the lungs of rabbits and found after 
a period of time the paraffine entirely surround- 
ed by connective tissue in which were scattered 
new epithelial lined tubules and alveoli. 

Winternitz and Smith’ injected by insufflation 
into the air passages of rabbits 5 cc. of an 0.25% 
hydrochloric acid solution and were able thereby 
to obtain an overproduction of epithelium to the 
extent that bronchial polypi were formed, and the 
epithelial overproduction extended out into the 
peribronchial tissue. 

Infectious and anthracotic nodes may rupture 
into a bronchus and from this irritation or con- 
tamination may arise a true bronchial carcinoma. 
In prolonged cases of chronic bronchitis a mark- 
ed hyperplasia of the bronchial epithelium is seen 
not only at autopsy but by the +-ray; carcinoma 
may have its origin in this bronchitic cellular 
overgrowth. 

Bronchiectatic cavities have been accused of 
being inciting factors. This is not likely; they 
are a result of the neoplasm, dilatation of the tree 
below the growth, where a partial stenosis exists 
and inflammatory changes have occurred. 

Influenza as a causative agent has already 
been discussed under incidence. Despite the 
etiological factors enumerated alveolar carcinoma 
is known to develop in normal epithelium, 


SYMPTOMATOLOGY 

A chronic, unproductive cough, pain in the 
thorax, in the shoulder or down the arm, either 
bilateral or unilateral, and of slow onset; diffi- 
culty in breathing, paroxysmal as a rule; and 
weakness occurring in individuals beyond fifty 
are definitely suggestive of primary carcinoma 
of the lung. The cough is of. an irritating, dry 
character. It is an early symptom. At first it is 
non-productive; then there is a small amount of 
white, glairy, frothy sputum, later tinged with 
blood. Sometimes there is a real hemoptysis. 
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When the tumor has grown to the extent of 
occluding the bronchus and bronchiectasis has 
developed, the sputum rapidly becomes putrid 
and abundant. The text-book picture of a prune- 
juice or black current, gelatinous sputum is sel- 
dom seen, 

Pain is practically always complained of after 
the growth has developed to the extent of exert- 
ing pressure on the nerves. However, before this 
stage of a definite pain, there is a feeling of op- 
pression within the chest cavity often described 
by the patient as a “bulging” sensation either to 
the right or left side of the thorax and usually 
posteriorly. Weakness, dyspnea, fever, chills, 
night sweats and loss of weight are late symp- 
toms. The elevation of temperature is in propor- 
tion to the amount of pus stagnant in a bron- 
chiectatic cavity after partial occlusion of the 
bronchus, and also to the rapidity of absorption. 
The dyspnea is paroxysmal in character—a short 
spell of difficult, rapid breathing is followed by a 
longer normal respiratory rate. It does not occur 
when the patient is lying in the prone position. 

The alveolar type of tumor may develop to a 
large size before producing symptoms, for it is 
usually not until it has invaded a bronchus from 
within or exerts pressure on a bronchus from 
without that cough or dyspnea is complained of. 
It is this alveolar group that is so difficult to 
diagnose, for it is not until late in the course of 
the disease that bronchoscopy is of any value 
and the clinical and x-ray findings are frequently 
confused with those of tuberculosis. The physi- 
cal signs are impaired mobility, dullness, increas- 
ing to flatness in the presence of an effusion, loss 
of vocal fremitus and of vocal resonance. None 
of the signs and symptoms are pathognomonic 
except possibly intense local pain which is of a 
sharp, stabbing character due to infringement 
into the pleura. 

DIAGNOSIS 

From the early symptomatology, (if carefully 
analyzed) and clinical firdings alone, the diag- 
nosis may be arrived at; however with some dif- 
ficulty, for the disease may closely simulate one 
of the three general lung disorders: 1. chronic 
lung infection; 2. local tumor; 3. pleurisy with 
effusion and specifically tuberculosis, empyema, 
lung abscess, syphilis of the lung, and aortic 
aneurysm and mediastinal tumors. From roent- 
genograms, bronchoscopy and the discovery of 
cancer cells in the pleuritic effusion, correct diag- 
noses have been made. The material aspirated 


from the pleural cavity will. give more reliable 
results if after centrifugalization of the fluid the 
sediment is fixed in 10% formaldehyde and put 
through paraffine. Biopsy of an enlarged lymph 
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node of the neck and in the chest wall in the later 
stage may furnish the only clue obtainable. Re- 
peated sputum examinations should be urged, for 
occasionally a small piece of tumor tissue can be 
recovered from the sputum. An expectorated 
piece of tumor tissue or excision through the 
bronchoscope of a portion of an endobronchial 
growth gives conclusive evidence. 

A careful analysis of the early symptoms, min- 
ute and thorough physical examinations are by 
far the most certain and reliable means of an ear- 
ly recognition of the disease. Some authors, 
especially the roentgenologists, state that certain 
x-ray findings are pathognomonic; Carman™ 
recognizes roentgenologically two types, namely, 
the lobar and the hilar. The lobar shows an ex- 
tensive shadow and may or may not be accom- 
panied by smaller shadows of metastasis; a sub- 
division of this group is the miliary type in which 
multiple small shadows appear in both lungs. 
The hilar type is likewise subdivided into two 
forms, one rounded and definitely circumscribed, 
and the other with an irregular border and 
shadowed extensions. The extensive dense lobar 
shadow attended by smaller shadows of metas- 
tasis Carman considers pathognomonic. Occa- 
sionally, a definitely circumscribed tumor shadow 
shows in the center a less dense mottled area 
which denotes a breaking down due to infection, 
thus permitting the rays to penetrate more 
easily. In Case IV in this paper, a diagnosis of a 
bronchiectatic cavity was made from the first 
plate. . 

PATHOLOGY 


There are three types of lung cancer: Ist, those 
having their origin in the alveolar epithelium; 
2nd, those having their origin in the bronchial 
epithelium ; 3rd, those arising from the bronchial 
mucous glands. The three distinct types may be 
easily recognized only in the very early stages 
for later, as the growth spreads and the alveolar 
form invades the bronchus or the bronchial type 
invades the parenchyma, their origin is uncertain 
and a single tumor may contain bronchial epithe- 
lium and alveolar epithelium and elements of 
bronchial mucous glands. A favorite site of ori- 
gin of the bronchial tumors is at the secondary 
branching of the tree. Histologically, the bron- 
chial tumor epithelium is cylindrical or cuboidal ; 
the alveolar or parenchymatous tumors are com- 
posed of pavement epithelium while those of 
bronchial mucous gland origin show definite 
gland-like structures, each individual gland cell 
of perfect conformation. 

Grossly the tumors may be “(1) nodular; (2) 
diffuse or lobar; (3) infiltrative. The nodular 
forms are rounded, fairly well circumscribed 
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tumors which on section are grayish white or 
yellowish in color and occasionally show areas 
of necrosis and small cavity formations”. The 
diffuse** or lobar tumors are of a solid mass 
formation involving the entire lobe of a lung 
or two lobes or occasionally the entire lung. On 
section, the growths have a grayish appearance, 
usually without cavity formations, suggestive of 


‘a gray hepatization stage of a lobar pneumonia. 


The infiltrating types have their seat of origin at 
the hilus of the lung in the bronchial tree and 
spread out or ramify through the entire lung 
following the line of the branching bronchi. On 
section these tumors have not the grayish-yellow 
color as do the nodular and lobar varieties but 
they have a brownish color, being most dense and 
solid close in and about the bronchus. Elsewhere 
in the lung parenchyma large areas are free of 
the growth. The most frequent locations for 
metastasis are lymph nodes, pleura, liver, bones 
and brain. 


TREATMENT 


The treatment of lung cancer up to the present 
time, no matter what means were employed— 
surgery, radium or high voltage +-rays—has 
been without success except in an exceedingly few 
instances.. The only possible chance of a cure is 
early diagnosis and lobectomy. Lilienthal*® 
strongly advocates early surgical intervention. 
He believes that the internist wastes too much 
time in recording minute clinical observations 
and early roentgenologic and bronchoscopic ex- 
amination will often raise the percentage of oper- 
ability in these cases. Yankauer’® has implanted 
small tubes of radium emanations into the tumor 
mass, through the bronchoscope, silk threads 
being attached to the tubes and brought out 
through the mouth for purposes of withdrawal. 
Intensive roentgenization may dissolve away a 
tumor for a period of time but it recurs as do 
the metastatic nodules of the lung secondary to 
breast carcinoma. This form of treatment is not 
without danger for if too heavily applied, a con- 
solidation from proliferation of connective tissue 
may supervene, thus decreasing the air space 
to the extent of dyspnea, cyanosis, and death. Rol- 
and** gave a man of 55 years a total of 64 h 
units; percussion at end of second week gave 
approximately normal findings. As the neoplasm 
melted away under treatment his general condi- 
tion grew worse, the man wasting away and 
dying in about a month after the conclusion of 
the treatment. When the growth is discovered 
before it has developed to a size completely in- 
volving the entire lobe and hilus, the affected 
lobe may be removed by proceeding as follows: 
intratracheal insufflation anesthesia; free expos- 
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ure of the lobe; ail vessels doubly ligated and 
divided; the lung tissue at the hilus cut through 
and the smaller vessels caught and tied; the 
bronchus, left to the last to be treated, encircled 
by a strong purse-string suture, crushed force- 
fully, and divided at the crushed point with the 
actual cautery, the seared stump carefully in- 
verted and any lung tissue remaining sutured 
over the inverted bronchial stump or a trans- 
planted fat pad utilized to secure a tight cover- 
ing. Morriston Davies'* records a successful 
outcome of a case of primary lung cancer in 
which he did a lobectomy. There are few cases 
found in the literature where an operation has 
been done and the patient lived for a period long- 
er than two or three months. 

Sauerbruch” reports a patient living five years 
after extirpation of a cancer of the lower left lobe 
and another who lived three years after the re- 
moval of a carcinoma in the right lower lobe in 
which a part of the diaphragm had to be remov- 
ed as well. 


PROGNOSIS 

The prognosis is bad. With nothing done, 
patients live from a few months to three or four 
years. Due to lowered resistance and cachexia, 
pneumonia ends interminable suffering for many 
of these unfortunates. Toward the end of the 
course severe pain throughout the chest cavity 
makes the disease a very distressing one; huge 
doses of morphia are resorted to and stimulants 
are used to combat lassitude. No doubt, in a few 
years surgical intervention will offer a more 
hopeful prognosis. 


SUMMARY 


(1) Although rare, the three years following 
the influenza epidemic of 1918 to 1919 showed a 
marked increase in the number of recorded cases 
of pulmonary carcinoma. 

(2) They are due to irritation and chemical 
instability. 

(3) They may be produced experimentally. 

(4) Early diagnosis and early surgical inter- 
vention give the only hope of a cure. 

(5) Prognosis with whatever form of treat- 
ment instituted is not good except in a few isolat- 
ed instances. With nothing done, the outlook 
hopeless. 
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Discussion 

Dr. WiLt1AM CraAwForpD WuiteE: Dr. Cave has read a 

very interesting review of the subject of carcinoma of the 


‘lung. In reference to the diagnosis of the disease there 


can be no doubt of the malignancy, but there may be definite 
disagreement as to the type of tumor, whether mesothelial 
or epithelial. I confess that I do not feel certain in my 
own mind of a diagnosis from microscopic slides and for 
that reason I am content with whichever one Dr. Cave 
choses. The essential point is that there is no question at 
any time as to the malignancy of the tumor. 

Dr. Leon T. Le Watp: I wonder whether Dr. Cave 
has been able to learn the nature of the localized tumor 
shown in the roentgenogram of one of his cases. I have 
seen two similar cases that proved to be dermoids, one of 
which in a patient of Dr. Hale was adherent to the peri- 
cardium and was successfully removed by Dr. Lilienthal. 
The other I saw with Dr. Samuel Lambert, and in this case 
the contents were evacuated spontaneously through a 
bronchus. All these cases of Dr. Cave’s were extremely 
interesting. I consider that the early diagnosis of lung 
tumor is a very important problem from the roentgenological 
standpoint. 

Dr. Davin P. Seecor: A word concerning the diagnosis 
of endothelioma of the pleura. In the autopsy series at 
the Montefiore Hospital there are about 45 cases of 
primary tumors of the lung. I have made the diagnosis 
of endothelioma of the pleura in only two instances. In 
these the tumor had enveloped and completely encapsulated 
the entire lung on one side in a manner often seen in 
lymphosarcomatosis. 

Dr. Cave (in closing): Replying to Dr. Le Wald, the 
patient referred to died three months after the plate was 
made and the growth was found to be true alveolar car- 
cinoma. As to Dr. White’s remark, I believe from the 
surgical findings and from the course of the disease itself 
it would seem to start in the lung and is a true primary 
carcinoma thereof. 


PRESENTATION OF CASES 


CASES OF PRIMARY CARCINOMA OF THE LUNG, 
SHOWING TUMOR CELLS IN THE SPUTUM 
J. GOTTESMAN, M.D. 

The routine examination of the sputum in chronic lung 
conditions for other than bacterial elements may often 
be of diagnostic aid. I want to present several cases of 
primary carcinoma of the lung from the surgical and 
medical services of Montefiore Hospital, in which the find- 
ing of tumor cells in the sputum helped to establish the 
diagnosis. Examinations of the sputum were made by Dr. 
Seecof, the pathologist at the hospital. 

Case I. S. C., aged 48. Admitted May 22, 1922. Died 
February 20, 1923. 

Present Illness began in August, 1921 with cough and 
expectoration. Five months before admission began to 
lose weight and sputum became blood-tinged. Repeated 
phoanatan by Board of Health negative for tubercle 

cilli, 

Physical Examination. Dulness to flatness over the an- 
terior part of chest from supraclavicular region to second 
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rib and posteriorly as far as fourth dorsal spine. Ausculta- 
tion shows marked bronchial breathing. 

X-Ray Examination. Extensive hemogeneous shadow in 
the region of the right upper lobe. Appearance is sugges- 
tive of old fibrotic lesion but some other inflammatory lesion 
or new growth cannot be excluded. 

Sputum shows epithelial pearls. 

Autopsy. Carcinoma of the right upper lobe, squamous 
cell in type; spirochetal gangrene of the three lobes of the 
right lung. 

Case II. B. D., aged 58. Admitted May 11, 1923. Left 
May 13, 1923, against advice. 

Present Illness began eight years before with coughing 
and expectoration of a bright red, sticky sputum. For two 
years increasing quantities of sputum. For ten months pro- 
gressive dyspnea, pain between shoulder blades, and pain in 
left chest. Left chest tapped before admission to the 
hospital. 

Physical Examination. Dulness over the entire left lung 
with signs of cavitation. Patient left before roentgenogram 
of chest could be made. 

Sputum shows many leucocytes and scattered single and 
small mulberry clumps of round epithelial cells with large 
irregular hyperchromatic nuclei and scant purplish staining 
cytoplasm. 

Case III. J. S., aged 47. Admitted July 25, to25. Died 
August 25, 1925. 

Present Illness began four months before admission with 
cough, pain in right upper chest, loss of weight, and blood- 
tinged sputum. In June, 1925, he was bronchoscoped at 
Mt. Sinai Hospital. Report of specimen removed was 
squamous cell carcinoma. 

Physical Examination. Emaciated man. Dulness to flat- 
ness over right lower chest with absent breath sounds. 

_X-Ray Examination. Dense shadow extending from the 
diaphragm to the seventh rib of the right side. Consolida- 
tion irregular and appears to have numerous small cavities. 

Sputum mucopurulent, showing numerous single and 
clumped epithelial cells with, in places, degenerated epi- 
thelial pearls. Some of the epithelial cells show phagocy- 
tosis and crescent shaped structures. 

No autopsy. 

Case IV. S. S., aged G2. Admitted January 20, 1925. 

Died March 21, 1925. 
_ Present Illness began about six months before with pain 
in left chest, loss of weight and cough. At a local hospital 
his left chest was tapped four times and he received x-ray 
treatments. 

Physical Examination, Flatness over the entire left lung 
with diminished breathing. Over right chest posteriorly 
are heard moist rales. Enlarged right supraclavicular and 
left axillary nodes. 

X-Ray Examination. In right apical region are a mod- 
erate number of infiltrations extending down to the fourth 
rib. On the left side is a dense shadow in the apical region 
due to pleural thickening. At base is a pleural effusion 
extending to the fourth rib. 

Bronchoscopy (by Dr. Yankauer). Bronchoscope passed 
into the left bronchus showed no gross abnormality. 
Mucous membrane corrugated. Specimen removed negative. 

Supraclavicular Node. Reported metastatic carcinoma. 

Sputum shows a few irregular epithelial tumor cells. 

No autopsy. 

This next unusual case, demonstrates the advisability of 
repeated cytological sputum examinations. 

_ Case V. S. P., aged 60. Admitted July 20, 1925. Still 
in the hospital. 

Present Illness began one year ago with cough, loss of 
weight and hemoptysis. 

Physical Examination. Dulness over right chest an- 
teriorly with bronchial breathing and moist, clicking rales. 
Dulness posteriorly. Marked distention of superficial chest 
and abdominal veins. 

Bronchoscopy (by Dr. Kramer). Gelatinous mucous 
secretion in all branches of right bronchus. 

X-Ray Examination. Right side extending from the fifth 
to ninth rib is a partial consolidation of the lung with 
numerous small fibrotic infiltrations. Diaphragmatic ad- 
hesions. Pleural thickening in apical region. Left side 
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negative except for a few apical infiltrations. Trachea 
deviated to the right. Conclusions—tuberculosis. 

Wassermann Reaction. Three plus. Patient was placed 
on intensive antiluetic treatment without change in her 
clinical and x-ray pictures. Suspecting a lung tumor re- 
peated search for tumor cells was made with the follow- 
ing findings 

Soutum negative for tubercle bacilli and tumor cells. 
Contains clumps of bluish staining material which consists 
of long filaments with small bulbous-end fungous: 
actinomycosis. 

In conclusion, I again emphasize the need for repeated 
cytological examination of the sputum in non-tuberculous 
chronic lung infections. 


DUODENAL ULCER, CHOLECYSTITIS AND 
PANCREATITIS 


J. WILLIAM HINTON, M.D. 


A male, aged 35, was admitted to Bellevue Hospital, 
April 30, 1925, complaining of cramp-like pain in the right 
upper quadrant. Except for hernia operation in 1918, past 
and family history were negative. 

Present Illness. For the last ten years has had periodic 
attacks of cramp-like pain in the right upper quadrant ac- 
companied by nausea and vomiting, lasting two or three 
days. No food was eaten during the attacks and the only 
relief was from morphine. Pain did not radiate. During 
the attacks the patient was too sick to work. Attacks come 
on every one to two months. Last attack began five days 
before admission to the hospital. He had been treated at 
St. Vincent’s Hospital three years ago and at Bellevue six 
years ago. Gastro-intestinal roentgenograms in both hos- 
pitals were negative. 

Physical Examination. Slender, pale, fairly well de- 
veloped and fairly well nourished young white male. Abdo- 
men soft, no rigidity, no abnormal mass or hernia. Other- 
wise negative. 

Operative Findings. Thickened gallbladder with no evi- 
dence of calculi. Ulcer in second portion of duodenum. 
Pancreas enlarged and approximately the size of an orange 
and very hard. Cholecystectomy and posterior gastroen- 
terostomy. Common duct was not drained. Abdomen closed 
in layers. 

Convalescence. Patient had a postoperative bronchial 
pneumonia and on the seventh postoperative day, he had 
an attack of pain similar to those he had before the opera- 
tion, at which time he began leaking bile through the cystic 
duct, draining bile profusely for two weeks, and during 
this interval he had several attacks of pain which were 
typical of those he had before the operation. 

Follow-Up. On January 2, 1926, patient came to my 
office stating that he had not had any attacks of pain since 
his visit to me in July. Has had occasional catching pains 
which last for a minute or so but nothing severe enough 
to stop him from work. He returned to work in August 
but only on light work for only two weeks, and then went 
on regular duty. The pains continue to become less 


frequent. 
(No Discussion) 


ACUTE PRIMARY INTUSSUSCEPTION IN 
THE ADULT 


J. WILLIAM HINTON, M.D. 


E. R, aged 32, an Italian restaurant worker, entered 
Bellevue Hospital, September 18, 1925, complaining of 
severe abdominal pain. 

The family history was negative. The patient smoked 
about twenty cigarettes a day and was in the habit of 
sleeping sixteen hours. Hernioplasty had been performed 
in 1909. He had a chancre in 1918, for which he had been 
treated with ten injections of neosalvarsan and thirty-three 
of mercury. He had also had malaria and two gonorrheal 
infections. 

The patient gave a history of several attacks of epigastfic ; 
pain, which lasted for a few days but disappeared without 
treatment; he had also had several spells of dizziness with- 
out syncope. In 1918, while in Bombay, India, the patient 
had an attack similar to the present complaint. 

Present Illness began on the evening of September 17, 
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1925, when, after eating some cake, he promptly experienced 
a severe stabbing pain in the epigastric region. Later, the 
ney shifted to the right lower abdominal quadrant. He 
had a chill and vomited three times. He remained in bed 
for twenty-four hours, but. since there was no relief, he 
was admitted to the hospital. 

Physical Examination. A young man, weighing 139 
pounds, apparently suffering severe pain. Temperature 
99°F.; pulse, 64. Tongue heavily coated. Teeth in poor- 
condition, showing several neglected cavities. Soft systolic 
murmur at the apex of the heart. 

The abdomen was slightly rigid, the muscle spasm being 
confined to. the upper and lower quadrant on the right side. 
Over McBurney’s point tenderness was pronounced; there 
was also tenderness in the whole right flank and at the 
right costo-vertebral angle. 

The clinical impression was that the cause of the dis- 
turbance was acute appendicitis. Immediate operation 
advised. 

Operation. A right rectus incision. There was dif- 
ficulty in finding the cecum, which was abnormally placed, 
but it was finally picked up. 

Near the gallbladder, was found a mass that proved to be 
a six-inch invagination of the cecum. The appendix and 
a portion of the ileum were also invaginated into the as- 
cending colon. With the exception of being a little darker 
than normal, the gut was of normal appearance. 

The intussusception was reduced by manipulation. The 
cecum looked somewhat edematous; the appendix appeared 
normal. Careful search of the abdominal contents was 
made for the purpose of discovering a tumor or other lesion 
to account for the development of the invagination. None 
was found. The appendix was removed in the usual manner 
and the abdominal wall was closed. Recovery uneventful. 
Discharged from the hospital September 3oth. 

Pathological Examination of Appendix. The appendix 
was 6 cm. long, gray and smooth. There was a little 
resistance to cutting, indicating some degree of thickening 
of the wall. The lumen was filled with pale, gray, necrotic 

epris, 

Microscopic examination showed lymphoid hyperplasia, 
with sclerosis. 

Discussion 

Dr. Henry W. Cave: Recently at Roosevelt Hospital 
there was an interesting case of intussusception in an adult, 
—the first one at that hospital in fifteen years. This was 
in a man. Dr. Peck did an exploratory operation for 
what the family physician said was intestinal obstruction; 
the x-ray examination showed obstruction of the ascending 
colon. It was found that the ascending colon had intus- 
suscepted up to the hepatic flexure. At the head of the 
cecum a mass was felt, about the size of a lemon, which 
was thought to be a benign tumor. On opening it, after 
cecostomy, it was found to be pedunculated and two weeks 
later resection was done of the cecum and ascending colon. 
The man is now doing very well. Intussusception in adults 
is very rare. 


TORSION OF THE GREAT OMENTUM 
J. WILLIAM HINTON, M.D. 

Female, aged 28, admitted to the Post-Graduate Hospital, 
July 24, 1926, with pains in abdomen and vomiting. 

Present Illness. Eighteen hours previously she was 
seized with pains in the umbilical region and after a few 
hours she vomited. . The pain later became localized to the 
right lower quadrant. It was severe enough to keep her 
awake most of the night. A doctor was called eight hours 
after onset, diagnosed acute foprasn. and advised opera- 
tion. The patient was out of town and refused, ior she 
preferred to return home. The pain continued but chiefly 
in the right lower quadrant at which place she complains 
of considerable tenderness. 

Physical Examination. Temperature 99°; pulse 80. 
Throat negative for tonsillitis or pharyngitis. Chest nega- 
tive. Abdominal examination, no tenderness in the left or 
right upper quadrant. There was marked tenderness over 
the right lower quadrant at McBurney’s point, and slight 
rigidity in this region. The tenderness seemed out of pro- 


portion to the pain. There was no _costo-vertebral tender- 
ness on either side. Vaginal examination, negative. 
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June, 1926 


Urine negative. Blood count: 17,000 leucocytes; polys, 
74%; small lymphocytes, 19%; large lymphocytes, 5%; 
transitionals, 2%. 

Pre-operative Diagnosis. Acute appendicitis. it 

Operative Findings. Through a right rectus incision, 
the hand was inserted to the right lower quadrant and a 
mass, containing gangrenous omentum, was encountered and 
delivered. This was not inspected carefully but was wrapped 
in abdominal pads. The cecum was then delivered and the 
appendix showed no evidence of acute infection. Ap- 
pendicectomy. The omentum was found to have the lower 
portion twisted on itself three times. No masses were 
felt in the omentum. The mass of gangrenous omentum 
was then excised, removing about one inch of healthy omen- 
tum above the twist. The incision was enlarged upwards 
and the gallbladder was found to contain one large stone 
with no evidence of acute infection. Cholecystectomy. 
Common duct was negative for calculi. Rubber tissue drain 
— inserted to Morrison’s space. Abdomen closed in 
ayers. 

Patient made an uneventful recovery and was discharged 
from the hospital on the twelfth day. 

Pathological Report. Gross: Specimen measures 110x 
90 mm. It is twisted in the middle. The lower part is 
hemorrhagic. Microscopic: Sections show fat tissue which 
is hemorrhagic. The blood vessels are engorged and partly 
thrombosed, with slight infiltration of the fat tissue by 
polynuclear leucocytes. 

Discussion 

Dr. Joun H. Morris: I have seen within the past week 
a case of torsion of the omentum. This patient was a 
man of 26 who, like Dr. Hinton’s patient, was very fat. 
This may have some relation to the condition. He came 
to the hospital two days before I saw him, complaining 
of pain which simulated acute appendicitis. There was one 
feature which did not fit in with the clinical syndrome of 
acute appendicitis—absence of nausea and vomiting. It 
appeared, however, to be a case of acute appendicitis with 
possible peritonitis, without nausea or vomiting. The blood 
count was 16,000; with 86% polymorphonuclears. I opened 
the abdomen, in which free fluid was present, and 
found the omentum twisted about its origin from the trans- 
verse colon. There were nine twists. The pathologist re- 
ported the entire omentum as a torsion. There was an in- 
teresting related pathology: The appendix appeared grossly 
to be normal but the pathologist reported “subsiding acute 
appendicitis.” The omentum filled the entire right side of 
the abdomen. 


EXTRAPERITONEAL RUPTURE OF THE 
BLADDER 


J. WILLIAM HINTON, M.D. 


Patient states that forty-eight hours before he was kicked 
in the abdomen by a horse. The injury was more or less of 
a trivial nature, although he went to the out-patient depart- 
ment of a large metropolitan hospital. He was told he was 
not severely injured. He did not return to work but went 
home. That day he was more or less uncomfortable. 
Twenty-four hours later he was unable to urinate for sev- 
eral hours, after which he was bothered with frequent 
urination and passed only a few drops of urine at a time; 
and also had pains in the abdomen. He stated that the 
accident occurred at 5:30 A. M. He normally arises at 
4:30 A. M., always urinates at that time, which he did on 
the morning of the accident. He urinates from three to 
four times in twenty-four hours. No nocturia. 

Physical Examination. Patient apparently slightly un- 
comfortable and complaining of abdominal pains. No 
ecchymosis or abrasions found. There seemed to be slight 
fullness in the left lower quadrant but this was not definite. 
He complained of slight pain and tenderness in this region 
and on catheterization a few c.c. of urine were obtained. 
Rectal examination negative. 

Pre-operative Diagnosis: extraperitoneal rupture of 
bladder. 

Operation. Suprapubic incision. Peritoneum was not 
opened. The tissue in the left lower quadrant was edema- 
tous, and on exposing the bladder a rupture approximately 
one half inch long was found near the base. Cigarette 
drain inserted and suprapubic drain in the bladder. Patient 
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voided within twelve hours. Wound healed within four 
weeks and he returned to work, 

Six months after operation: patient does not have any 
pain or discomfort and feels entirely normal. 


(No Discussion) 


MYOSITIS OSSIFICANS 
J. WILLIAM HINTON, M.D. 


Male, aged 17, seen first on January 6, 1925, presenting 
the following history. While playing football, about the 
first of November, he received an injury to his right leg, 
which did not incapacitate him and he continued to play the 
remaining games of the season. The leg gradually became 
stiffer and he had difficulty in bending his knee. At no time 
was there any evidence, externally, of trauma. There was 
no ecchymosis, abrasion or swelling of the thigh. The mo- 
tion in the knee was so much restricted during the month 
of December that he consulted several physicians, but the 
condition did not improve. 

Physical Examination, January 6, 1925... Fifteen degrees 
of motion in the right knee. Unable to walk without the 
aid of a cane. Swelling and induration over the antero- 
lateral region of the thigh for approximately ten inches. 
The swelling was much firmer than the surrounding tissue. 
In view of the history and physical findings, a diagnosis of 
myositis ossificans was made. Roentgenograms were made 
and the patient was advised to have a massage on the leg for 
two weeks and, if the condition did not improve, to submit 
to operation. The condition did not improve at the end of 
this time and the patient was operated on, January 23, 1925. 

Operative Findings. There was a dense mass of bone 
extending over the anterior portion of the femur and in- 
volving to a smaller degree the inner and outer sides of 
the femur. The bone was densely formed and was inter- 
posed between the tensor fasciae femoris, and the rectus 
femoris and the sartorior muscles anteriorly and the vastus 


externus and vastus internus posteriorly. The bone was at- 
tached to the upper third of the femur. The point of attach- 
ment was covered by the tensor fasciae femoris and the 


rectus femoris. After separating the point of attachment 
from the femur and dividing the muscle from the surround- 
ing bone, the mass of bone was removed intact. No other 
point of attachment to the femur was detected. The muscle 
was closed in layers and the wound was closed without 
drains. 

Convalescence. As soon as he came out of the anes- 
thetic, the patient was made to use active motion on knee, 
every two hours. He was walking about in one week and 
home on the ninth day. : 

Follow-Up. One week after leaving the hospital the pa- 
tient was able to flex the knee 45°. Two weeks later he 
could bend the knee to a right angle and six weeks from the 
day of operation, he had complete return of flexion and ex- 
tension of the’ knee and at that time was able to take part 
in athletics. 

Discussion 

Dr. Louts Carp: I should like to ask Dr. Hinton 
whether he has any idea where the bone cells came from 
and whether there would be spontaneous absorption of that 
mass if the case were left alone. After trauma and in con- 
junction with fractures, absorption frequently takes place 
after months, 

Dr. FrepertcK W. Bancrort: Dean Lewis showed a case 
in Baltimore in which almost every muscle was bone plated; 
from the jaw to the clavicle, from the left ribs to the 
crest of the ilium there were bone formations. He thought 
that in this case it was a chemical phenomenon. 

Dr. Hinton (closing): In this particular case the bone 
was attached to the upper portion of the femur. I as- 
sumed that this man had a hematoma in the muscle with in- 
jury to the periosteum. Whether it might spontaneously 
absorb or not I do not know, but the patient was getting 
worse, it was two months from the date of the injury 
and he was incapacitated. There was only 15° of flexion, 
a knee was getting stiff, and the patient wanted something 

one. 
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PURPURA HEMORRHAGICA. RECOVERY AND 
APPARENT CURE FOLLOWING 
SPLENECTOMY 


ROBERT E. BRENNAN, M.D. 


This case presented the typical blood picture of purpura 
hemorrhagica: 1. low platelet count; 2. normal coagula- 
tion time; 3. prolonged bleeding time; 4, positive tourni- 
quet test; 5. failure of clot retraction. The patient was 
admitted to St. John’s Hospital November 21, 1924, with 
bleeding from the nose and nasopharynx and black-and- 
blue marks in the skin over various parts of the torso 
and legs. For ten years she had had recurrent attacks 
of arthritis, and for two years persistent swelling in the 
fingers and wrist. For one year there had been occa- 
sional spots in the skin like those presenting on admis- 
sion. For two weeks these hemorrhages had increased 
in number and there had been occasional bleeding from 
the nose and pharynx. Two days before admission the 
hemorrhage became severe enough to alarm the patient 
and she consulted the physician who referred her to the 
hospital. 

On admission she showed a purpuric eruption over 
flexor surface of forearms, anterior chest wall. abdomen, 
the back between the scapulae, buttocks and the anterior 
surface of both legs and thighs. There was constant 
oozing of blood from both nares, and nasopharynx con- 
tained foul-smelling blood clots. There were hemor- 
thagic spots under mucous membrane of mouth, with 
slight oozing of blood from some of them. There was 
bleeding from vagina, and catheterized specimen of 
urine contained macroscopic blood. Spleen palpable but 
apparently not greatly enlarged. Blood examination: 
r. b. c. 2,900,000; hemoglobin 45%: w. b. c. 9,000, with 
82% polynuclears and 12% lymphocytes; coagulation 
time, 41%4 minutes: bleeding time, 12 minutes; platelet 
count, 20,000; no clot retraction. 

On November 21st she was given a transfusion of 
600 cc. of blood with no effect on the bleeding, and the 
incision made over the vein bled continuously, resisting 
all efforts to stop it. On November 22nd splenectomy 
was’ done: a spleen fairly hard and about twice normal 
size was removed. At operation the peritonewm show- 
ed numerous petechial hemorrhagic areas and there 
was free blood in the peritoneal cavity. Transfusion of 
500 c. c. blood given immediately after operation. 

All bleeding stopped immediately after the splenec- 
tomy. For 48 hours after operation the patient was in a 
critical condition. By November 24th a remarkable im- 
provement was noted: the mucous membranes were 
clean; vomiting, which was troublesome after the oper- 
ation, ceased; the skin eruption was fading rapidly; and 
nourishment was taken well. From this time improve- 
ment was continuous and patient was discharged on 
January 9, 1925, in good condition. 

Blood examination two days after splenectomy show- 
ed: r. b. c. 2,300,000; hemoglobin, 39%; w. b. c. 25,400; 
polynuclears 81%; lymphocytes 16%; platelets 160,000; 
bleeding time 3.5 minutes; coagulation time 2.5 min- 
utes; clot retraction present. 

Blood examination January 6, 1925: r. b. c. 3,400,000; 
hemoglobin 65%; w. b. c. 6,800; polynuclears 78%; lym- 
phocytes 20%; platelet count 150,000; bleeding time 4 
minutes; coagulation time 2.5 minutes; clot retraction 
present. 

The patient has remained well since the operation 
and has been able to attend to all of her household 
duties. Her arthritis has been less troublesome during 
the past year. 

Blood examination January 21, 1926: r. b. c. 3,500,000; 
hemoglobin 68%; w. b. c. 8,900; polynuclears 57%; lym- 
phocytes 35%; platelets 70,000; bleeding time 11 min- 
utes; coagulation time 6 minutes; capillary resistance 
negative; clot retraction in one hour. (Tourniquet Test). 


(No Discussion) 
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EDITORIALS 


Editorials 
THE TREATMENT OF ACUTE JOINT 
SUPPURATION 


Discussing this subject editorially in December, 
1925, we called attention to the limitations and dis- 
advantages of Willems’ method and we suggested 
as a plan of operative treatment in severe cases, 
especially in adults: “simple arthrotomy, fixation on 
a splint with separation of joint surfaces by trac- 
tion, and removal of the apparatus at intervals for 
brief periods of movement to express pus from the 
joint pockets, increasing the periods of non-fixa- 
tion as the infection subsides.” 

In less severe cases, especially in children, it is 
fairly well known, however, that one may often 
establish a cure by more conservative surgical 
treatment, viz., by simple aspiration or by, irrigation. 
In the Boston Medical and Surgical Journal, May 
15, 1926, Robert C. Lonergan reports gratifying 
results secured in the simple aspiration treatment 
of three cases of relatively mild subacute joint 
(knee, elbow) suppuration in children. Such cases 
are readily differentiated from the more fulminant 
types, by the less severe general and local symp- 
toms. In all three of Lonergan’s cases a single 
aspiration was sufficient ; in all the fluid was thin and 
cloudy, not frankly purulent; “all showed the pres- 
ence of numerous polymorphonuclear leucocytes and 
the direct smears were negative. Culture in one 
case showed a growth of undifferentiated gram-posi- 
tive cocci after 48 hours—whereas, in another there 
were a few colonies of staphylococci, probably a 
contamination. The third culture was negative.” 
Tuberculosis was excluded by cutaneous’ tests and 
guinea-pig inoculations, 

It must be said that even more threatening types 
of pyarthrosis sometimes recover rapidly without 
arthrotomy by treatment with irrigation. This may 
be done through two large needles or, better, by 
using trocars and cannulae which provide exit for 
fibrinous masses. Carbolic acid, formaline, Dakin’s, 
and sublimate solutions have been used, always 
followed by flushing with saline solution. Thorough- 
ness in the irrigation is more important, it seems 
to us, than the choice of antiseptic. Several years 
ago Frederic Cotton described a method of irriga- 
tion of septic joints (Boston Medical and Surgical 
Journal, December 16, 1915 and June 16, 1916) in 
which he employed an incision through the skin and 
a small one in the capsule just sufficient to engage 
the tip of a tapered irrigating nozzle. Under a 


head of about 18 inches the joint is repeatedly bal- 
looned and flushed out with 1-15,000 corrosive sub- 
limate in saline solution for fifteen minutes by the 
clock, the emptying being facilitated by passive 
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flexion and extension. After final flushing out 
with saline solution the minute incision in the 
fibrous capsule is closed with a water-tight lock 
stitch of fine catgut not exposed within the joint. 
The outer wound is left open, and an alcohol dress- 
ing is applied. No splint is used other than a 
pillow. 

In the last (April) issue of The Journal of Bone 
and Joint Surgery, Cotton reports several cases and 
again describes his technique. He believes that 
others have had less success with his method be- 
cause they have not followed this technique. He him- 
self has had “a comfortable majority of successes.” 
He urges a more general employment of this irriga- 
tion method, for, he says “Joints are relatively tol- 
erant of infections of various sorts. So long as the 
infection is confined to the synovial cavity, the joint 
is sterilizable.” Obviously, the earlier aspiration or 
irrigation is instituted the greater the chance that it 
will succeed. In even severe acute cases, therefore— 
unless evidently too “septic” in type to justify any 
temporizing—conservative treatment can be given a 
trial, if the patient is under close surveillance so 
that arthrotomy can be performed promptly if im- 
mediate amelioration of symptoms does not follow. 
In the last analysis, the results of treatment with- 
out free drainage will depend upon the variety 
and strain of the infecting organism (whether pneu- 
mococcus, staphylococcus, streptococcus, gonococ- 
cus), its virulence, the age and resistance of the 
patient, and the duration of the joint involvement be- 
fore treatment is undertaken. Of course, too, as 
both Lonergan and Cotton point out, it is important 
to determine before planning any type of attack 
whether the infection is primarily within the joint or 
is an extension thereto from a juxta-articular 
osteomyelitis. 


PHYSICAL THERAPY 


The demonstration of the remarkable effects 
of ultra-violet rays in certain deficiency diseases 
and in some disease deficiencies, the development 
of the use of diathermic and other electric cur- 
rent applications, may be mentioned as two of 
many instances that mark the recent distinct ad- 
vances that have been made in the scientific ad- 
ministration of the modalities that are included 
in the large sphere of “physical therapy.” That 
branch of medicine, now become an admittedly 
important adjuvant to surgery, is rapidly emerg- 
ing from the unenviable state it has occupied. 
Employed by the uncritical as a “cure all,” it had 
acquired a stigma that it has shaken off with 
the narrowing of its field of application and the 
scientific, clinically tested, study of its modali- 
ties. In this direction a distinct step forward was 
made when the American Medical Association 
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established a Council on Physical Therapy to 
separate the chaff from the wheat. 

Medical schools are gradually adding physical 
therapy to their curricula; and it is to be hoped 
that there will be developed also a sufficient num- 
ber of scientifically conducted post-graduate 
courses in which a physician may take up this 
subject as seriously as he would any other medi- 
cal specialty. Our well-equipped hospitals, too, 
convinced of the value of various physical 
agencies in treatment, have established, many of 
them, separate departments under competent 
specialists; and, both in in- and out-patient ser- 
vices, these are being used more and more as the 
clinician is increasing his familiarity with the 
methods that are employed and the results that 
may be expected from them. 

Surgeons are learning that in many conditions 
results can be more quickly obtained and con- 
valescence can be shortened by bringing physical 
therapy into the team work. Because the time 
is now ripe when this team work should be 
developed, when its value in specific surgical 
conditions can be demonstrated, the JOURNAL 
means to include in its pages, and it thus invites, 
contributions on physical therapy that are author- 
itative, conservative and helpful——N. E. TITUS. 


Progress in Surgery 


Selections from Recent Literature 


Hypertonic Sodium Chlorid Solution Intravenously in 
the Treatment of Extensive Superficial Burns. I. A. 
Biccer, University, Va. Southern Medical Journal, 
April, 1926. 

Barach demonstrated that the intravenous injection of 
100 c.c. of 15% sodium chlorid solution would increase 
the blood volume as much as 500 to 1200 c.c. The maxi- 
mum result was obtained in thirty minutes, and there 
was some increase for three and a half to four hours. In 
one case in which there was a diminished volume before 
injection, the increase lasted three days. .He did not 
find any evidence of blood destruction and there were 
no severe reactions. 

At the University of Virginia Hospital injections of 
hypertonic sodium chlorid have been given for increased 
intracranial tension, intestinal obstruction, pulmonary 
edema, etc. The results have been striking in some 
cases, and satisfactory in the majority. The most pro- 
nounced results were obtained in three cases of intes- 
tinal obstruction and one of pulmonary edema. There 
were no severe reactions. 

In view of the evidence of diminished blood volume in 
superficial burns, it occurred to Bigger that the intraven- 
ous injection of hypertonic sodium chlorid solution 
might be a useful therapeutic measure. 

He reports the case of a young woman burned over 
practically the entire back, the buttocks, the greater 
portion of both thighs, the posterior surface of the left 
arm, the palm of the left hand, and the left breast. Using 
Berkow’s method, it was estimated that approximately 
36% of the body surface was involved; 6% of which was 
of the first degree, 11% of the second degree, and 19% 
of the third degree. The temperature was 100°, pulse 
rate 100 and respiration 24 per minute. The leucocytes 
were 44,000. Sterile flannel dressings were applied and 
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orders given to keep the patient warm, and force fluids. 

A few hours later she began vomiting and this con- 
tinued at frequent intervals throughout the next twenty- 
four hours. The following morning, her condition was 
poor, with a temperature of 96.4° and pulse of such poor 
quality that the rate could not be determined. This con- 
dition persisted throughout the day, even though she was 
given approximately 3000 c.c. of 5% glucose by intraven- 
ous infusion and hypodermoclysis. During this period, 
she was also given 20 minims of adrenalin intravenously, 
and 10 grains of caffein, with 1/6 grain morphin by 
hypodermic injection. 

Thirty-six hours after the injury, her condition seemed 
critical. She was vomiting at very frequent intervals. 
The temperature was subnormal, and the pulse was 
barely perceptible at the wrist. 100 c.c. of 20% sodium 
chlorid solution were injected. Following this there 
was a short chill and rise of temperature to 101°. There 
was a prompt and striking improvement in the pulse, 
and in general condition. The vomiting practically 
ceased, and was not again a marked symptom during 
the acute period. A débridement was done at the end of 
twelve days, and Thiersch grafts applied, but it was im- 
possible to obtain sufficient skin to cover the entire area. 

The granulations began to suppurate profusely, and 
cultures showed the hemolytic streptococcus. Bacterial 
counts were made and the left thigh exposed to action 
of rays from a quartz lamp; the right thigh was used 
as a control. The number of bacteria found in smears 
from the left thigh diminished very rapidly, while those 
from the right showed very little change. This method 
was thereafter used to keep down infection in these 
areas. 


A Method of Obtaining Greater Relaxation with Whole 
Thickness Skin Grafts. JouHNn Srtaice Davis and 
Hersert F. Traut, Baltimore. Surgery, Gynecology 
and Obstetrics, May, 1926. 

The contracted portion of the scar is either excised 
or incisions are made in such a way as to relieve the 
lines of tension most effectively. Then the entire mar- 
gin of the defect, including the full depth of the scar, is 
undercut as far as necessary; usually for a distance of 
one half centimeter to a centimeter and a half. Measure- 
ments for the whole thickness graft are then taken, so 
that it will be large enough to cover the defect and 
the undercut area as well. The graft is then cut, freed 
of fat, and when hemostasis is complete, it is sutured in 
position. This is done in such a manner that the edges 
of the graft are drawn under the undercut margins to 
the limit of the recess and are held snug by as many 
sutures as are necessary. The sutures are inserted at 
suitable intervals through the scar directly over the 
outer limit of the undercut area and are then passed 
through the margin of the graft and returned about one- 
half centimeter from the other limb of the stitch and 
tied. The result is a margin with an epithelial surface 
overlying the graft for the distance of the undercut. 
The wound is dressed with gauze impregnated with 3% 
xeroform ointment over which a moist sterile sponge is 
placed under pressure, and secured by adhesive plaster 
and a bandage. The dressing is left in place for at least 
2 weeks, unless in a situation where frequent change is 
indicated. At the end of that time, the sponge is re- 
moved and the sutures taken out. The subsequent 
treatment is that of any grafted area. 

The method is simple and most effective in situations 
where the scar tissue is too rigid to shift and where 
pedunculated flaps cannot be used. It is particularly 
satisfactory when dealing with extensive scars. 

In the process of healing, epithelium from the edges 
of the graft and from the edges of the scar defect grow 
toward each other and finally meet, thus covering the 
under surface of the undercut margin. This, temporar- 
ily, results in an overlapping everted margin surrounding 
the graft, both sides of which are epithelialized. At first, 
this is somewhat unsightly, but in the course of a month or 
two, aided by massage and scar tension, this margin flattens 
out and becomes smooth. Thus, one gains a considerable 
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distance beyond the edge of the grafted area, and in con- 
sequence, more relaxation. 


Results of Hypoglossofacial Anastomosis for Facial 
Paralysis in Two Cases. Atrrep Brown, Omaha, 
Nebraska. Surgery, Gynecology and Obstetrics, May, 
1926. 

The operation of anastomosis between hypoglossal and 
facial nerves for the relief of facial paralysis, first per- 
formed by Koerte, from the standpoint of physiology ap- 
pears to be the one that would offer the best results, as 
aside from the restoration of nerve continuity the question 
of restoration of psychic control must be considered. 

The operation itself, though slow and tedious is not par- 
ticularly difficult if the anatomy of the parts is kept in 
mind, especially the fact that the facial nerve is situated 
deeply, at least an inch beneath the skin. The best guide 
to the facial is the small branch which it gives off to the 
posterior belly of the diagastric muscle. The hypoglossal 
nerve can be brought up to the facial with less tension by 
passing it in front of the diagastric rather than behind. 
In both of Brown’s cases the descendens hypoglossi was 
divided, and its central end sutured to the peripheral end 
of the divided hypoglossal. The result in each case could 
be classified as fair only. The paralysis of the tongue was 
not a particularly serious matter, and a certain amount of 
this paralysis still remains. 

The regeneration of nerve to the tongue does not seem 
to compare with that of the facial nerve. 

The operation itself is only the beginning of the treat- 
ment and this fact must be impressed on the patient. 

Judging by the result in the two cases recorded Brown 
thinks it fair to assume that this operation will not only 
restore facial symmetry and voluntary motion to the facial 
muscles but also bring about the return of a certain amount 
of emotional expression, the amount depending largely upon 
the mental development of the patient. 


Cysts of the Thyroglossal Duct. ‘Watter E. Sistrunk, 
Rochester, Minn. Minnesota Medicine, May, 1926. 


The operation is usually performed through a transverse 
incision about 5 cm. long across the neck at the level of 


the hyoid bone. ‘The skin and platysma are reflected. The 
cyst is usually found lying underneath the raphé connect- 
ing the sternohyoid muscles. It is dissected free up to the 
hyoid bone. At this point the tract usually passes above, 
below or through the hyoid bone and, for this reason, a 
small portion of the center of the hyoid bone is removed; 
then, no attempt being made to isolate the duct, the tissues 
are cored out through the muscles of the tongue directly to 
the foramen cecum, and the duct with the tissues surround- 
ing it for a distance of about 3 cm. on each side is re- 
moved. In doing this, it is necessary to keep clearly in 
mind the course of the thyroglossal duct. This corresponds 
to a line drawn at an angle of 45° backward and ypward 
through the intersection of lines drawn horizontally and 
perpendicularly to the superior central portion of the hyoid 
bone. The removal of the portion of the duct lying above 
the hyoid bone may be more easily accomplished if the 
tongue is pulled upward after the segment of hyoid bone has 
been removed and a finger is introduced into the mouth in 
such a manner as to push the foramen cecum upward and 
forward toward the hyoid bone. The foramen cecum may 
be located through following the two rows of circumvallate 
papillze which lie on each side of the tongue; these join 
in the median line just anterior to the foramen cecum. By 
pushing the foramen cecum forward the distance between 
it and the hyoid bone is considerably shortened, and the 
finger acts as an excellent guide to prevent entrance to the 
pharynx during the dissection. 

In the dissection, the duct, a portion of the hyoid bone, 
a portion of the raphé joining the mylohyoid muscles and 
a portion of the geniohyoglossus muscles are removed and 
the dissection is carried up to the mucous membrane of the 
tongue covering the foramen cecum, at which point the 
duct is cut off. The opening in the geniohyoglossus 
muscles is sutured with interrupted catgut sutures, and the 
tissues surrounding the cut ends of the hyoid bone are 
brought together with chromic catgut sutures in such a 
manner as to approximate the edges of the bone. A small 
rubber tube is introduced to this point and the skin closed. 
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The Roentgen Therapy of Exophthalmic Goiter. Ep- 
hey L. JENKINSON, Evanston, Ill. Radiology, May, 
1926. 

In Jenkinson’s opinion all cases of exophthalmic goiter 
without pressure symptoms should be treated by means of 
the s-rays; and most, if not all, cases of exophthalmic 
goiter can be permanently cured by x-ray therapy. Previous 
operation is no contraindication. Any hyperfunction thyroid 
should be treated by radiation. The results are not as con- 
clusive as in the exophthalmic type, but a great many can 
be cured. Patients with a metabolic rate of 25 or less should 
be kept under observation before treatment. The amount 
of radiation necessary is determined by the metabolic rate. 
Examinations should be made at intervals following treat- 
ment, checked by basal metabolism determination. 


A Survey of Our Present Knowledge of Tetanus and Its 
Treatment. Martruias Jr. Albany, N. Y. 
New York State Journal of Medicine, May 1, 1926. 

Deaths from tetanus in the state of New York from 1907- 
1925, are but one-third the number which occurred eighteen 
years ago. This can be attributed to no other cause than 
the more general use of tetanus antitoxin as a preventative. 

Deaths from tetanus, as a result of Fourth of July cele- 
brations, are increasing. It would seem advisable for the 
State to exercise some control over the sale and use of 
apparatus and explosives now constituting a grave menace 
to life and limb. 

The fact that tetanus occasionally occurs after a single 
preventive dose of antitoxin strongly suggests the advis- 
ability of repeating the dose one or more times in all severe 
and extensive wounds, and possibly the advisability of ad- 
ministering twice the standard preventive dose at the first 
inoculation. 

An analysis of 262 cases of tetanus, in which the method 
of treatment is known, fails to show greater value of the 
intraspinous method over the intravenous alone or in 
combination. 

There seems to be some indication of the value of mas- 
sive doses of antitoxin. 


Tetanus. Its Incidence and Treatment. JonaATHAN M. 
WAINWRIGHT, Scranton, Pa. Archives of Surgery, 
May, 1926. . 

If a punctured wound gets prompt and efficient treat- 
ment Wainwright thinks routine prophylaxis is necessary 
unless contamination is present from street dirt, soil from 
the garden or farm, or from the stable or barnyard. 

One seldom stops to realize that an old varicose 
ulcer may give rise any day to a fatal tetanus. More 
disquieting still is the knowledge that in a large number 
of cases it follows the most trivial injuries, such as the 
prick by a sewing needle, a blister from a shoe, the 
merest scratch from a rose thorn or a hypodermic in- 
jection. 

The number of cases following vaccination while 
trivial in proportion to the entire number of vaccina- 
tions is still far too large. It has been clearly proved 
that in such cases the infection is not in the virus but 
that it is always due to later infection of the open sore. 

When many men have gone through a generation of 
practice in a locality or in an industry and seen thous- 
ands of wounds with no tetanus it is idle to tell them 
that they should begin giving routine prophylaxis to all. 
It is no more feasible than to give it before every vac- 
cination or operation. The disease is one of svil con- 
tamination and all wounds received in stables and barn- 
yards, all contaminated or possibly so with soil or street 
dirt, Fourth of July wounds, and gunshot wounds 
should have it. In these cases a physician who failed to 
give it might not escape a malpractice verdict. 

Treatment: 1. Intraspinal injections are harmful, in- 
crease mortality, and should be abolished. . 

2. Antitetanus serum is not useless. Given by vein in 
doses of from 30,000 to 50,000 units or more, according 
to the severity of symptoms and the time since onset it 
will divide the present average mortality rate by two or 
three, or more. The efficiency of this dose and route 
will depend directly on the promptness with which it is 
given. 
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3. If the initial dose has to be repeated it should be 
of approximately the same size and by vein only. In 
the last days of convalescence intramuscular injections 
are allowable. 

4. The best sedative is chlorbutanol, given in a dose 
of thirty grains (1.95 gm.) dissolved in hot whisky by 
mouth, or 75 grains (4.87 gm.) in hot olive oil by rectum, 
repeated sufficiently often to keep the patient relaxed 
and drowsy till the danger is‘ passed. 


The End-Results of Medically Treated Peptic Ulcer. 
NosteE Witey Jones, Portland, Oregon. Surgery, 
Gynecology and Obstetrics, May, 1926. 

A series of carefully selected and controlled peptic ulcer 
cases have been studied from the standpoint of their end- 
results following medical management. Of the acute 
duodenal ulcers, that is, ulcers of less than 1 year’s duration, 
89% have been apparently cured after periods of time vary- 
ing from I to 5 years. Sixty-one and five tenths per cent 
of the chronic duodenal ulcers have been apparently cured; 
but a word of doubt is expressed about the ultimate healing 
of cases in which there remains definite and permanent de- 
formity. Fifty per cent of the acute ulcers and all of the 
chronic ulcers apparently heal with this deformity. Acute 
gastric ulcers apparently heal favorably under medical 
treatment. It is evident that some secondary ulcers heal 
in like manner. 

The suggestion is made that a long period of bed rest 
may be one of the most important principles, if it is not 
the most important principle, which is involved in medical 
ulcer therapy. 


The Nerves of the Stomach and their Relation to Sur- 
gery. &. D’Arcy McCrea, Manchester, England. The 
British Journal of Surgery, April, 1926. 

A review of our knowledge of the anatomy and physi- 
ology of the nerves of the stomach is given and an 
attempt is made to correlate this knowledge with cer- 
tain features of the pathology of the organ. The 
effects of resections of the nerves is described in ani- 
mals, and certain observations made on man-= are 
recorded. In animals these operations do not interfere 
with the general health or with the intrinsic functioning 
of the stomach. The results obtained in man support 
this statement. It therefore appears a logical step to 
investigate further the application of such surgical pro- 
cedures to man. 

By resection of the nerves certain effects on the stom- 
ach have been produced at will, and these may be desira- 
ble in various morbid conditions. Complete denervation 
results in loss of all gastric sensation and thus of refer- 
red pain, and there is also a loss of reflex control and 
consequently of reflex spasm; temporary diminution of 
motility and an increased rate of emptying occur in 
addition, while secretion and acidity are in all probability 
reduced. Vagotomy gives very similar results, but some 
splanchnic control remains. Splanchnotomy, by increas- 
ing vagal action, raises ‘tonus’ and excites the motor 
function as a whole. Resection of the vagal pyloric 
branches, or complete denervation of the pylorus, pro- 
duces a semipatulous condition of the pyloric sphincter, 
reflex spasm is abolished, and more rapid emptying ob- 
tained. In brief, pain, motility, spasm or atony, and 
emptying time may be controlled to a considerable ex- 
tent. The value of such changes in gastric function and 
sensation becomes apparent when certain morbid con- 
ditions are studied. 

It has been shown that the nerves play a part in the 
development of the chronicity and complications of ulcer, 
if not in their actual causation. Denervation should 
therefore prove a factor in the promotion of healing and 
in the prevention of recurrence. A further use of these 
operations lies in their application for the relief of such 
symptom complexes as are found in the ‘gastric neur- 
oses’. If section of the nerves of the pyloric region 
abolishes the second phase of gastric secretion, as is 
believed by Lim, Ivy, and McCarthy, then denervation 
is definitely indicated in cases of ‘hyperchlorhydria’, 
more especially as ‘hyperchlorhydria’ is regarded as a 
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precursor of gastric and duodenal ulcer. They should 
also be of value as supplementary procedures to a pallia- 
tive gastrojejunostomy for carcinoma. The intestine 
can also be influenced by such nerve resections, and in 
the future their application may be extended to embrace 
derangements of the intestinal function. 

Four of these operations, those of Exner, Bircher, 
Latarjet, and Schiassi, have been applied to man with 
promising results. 

The Latarjet operation is no doubt the operation of 
choice when complete denervation is desired. The nerve- 
supply of other organs is not interfered with, and the 
stomach will continue to function automatically, ignor- 
ing, and ignored by, other parts. Therefore an organ, 
the control of which has deviated too far in either direc- 
tion, will be restored to a basic condition by this opera- 
tion. Resection of the vagi or splanchnics alone must 
be approached with more care; nevertheless, these oper- 
ations may prove of great value. Subdiaphragmatic 
vagotomy is the simplest of those designed to abolish 
vagus overaction, whilst transpleural splanchnotomy for 
diminished vagal control or increased sympathetic 
action, following the technique of Jean, is more feasible 
in man than any transperitoneal route. 

The prophylaxis of ulcer and the cure of various of 
the ‘gastric neuroses’ are the two chief uses of these pro- 
cedures; with the former they will be associated with 
an operation such as local excision of the ulcer. McCrea 
suggests that denervation of the pylorus, or resection 
of the hepatic branch of the vagus as it crosses between 
the layers of the gastrohepatic omentum, may, in certain 
instances, replace either of the operations noted above, 
especially for the relief of pylorospasm. It is further 
suggested that it is worthy of trial in the hypertrophic 
pyloric stenosis of infants. The operation of denerva- 
tion consists in the division of the anterior layer of the 
hepatoduodeénal ligament and adjoining part of the an- 
terior layer of the gastrohepatic omentum immediately 
above and parallel to the pylorus. The superior aspect of 
the pylorus and first stage of the duodenum are then 
cleared by a process of gauze and scissors dissection, 
either with or without ligature of the right gastric artery, 
and the nerve-supply is thus effectively destroyed. The 
operation is short and simple, and it must, a priori, pre- 
vent reflex pylorospasm, and produces a_ semipatulous 
condition of the sphincter. The operation recently 
described by Schiassi for duodenal ulcer is very similar. 

Another operation which is suggested as a logical 
procedure is denervation of the lower esophagus. Its 
application lies in cardiospasm. So long as denervation 
is confined to the lower third, no ill effects should en- 
sue. The operation may be performed either by a 
transpleural or transperitoneal route; of these the latter 
appears preferable. The lower esophagus is freed, drawn 
down, and whilst the vagal trunks are displaced laterally 
the esophagus is stripped in order that all nerve twigs 
may be effectively destroyed. Accidental wounding of 
the vagal trunks, should it occur, has been shown not 
to be of such importance as was formerly believed. The 
esophagus may also be exposed by the method described 
by Grégvire. 


Studien iiber die chirurgische Behandlung von Gastro- 
duodenalgeschwiiren mit besonderer Beriicksich- 
tigung der Operationsanatomie und der postopera- 
tiven Digestions physiologie nebst einem Beitrag 
zur Frage der chirurgischen Behandlung akuter 


Ulkusblutungen.. (Studies on the Surgical Treat- 
ment of Gastro-Duodenal Ulcers, with a Review of the 
Surgical Anatomy and of the Postoperative Physi- 
ology, together with a Contribution to the Problem of 
the Treatment of Acute Ulcer Hemorrhage.) 
Gésta BoHMANSSON, Umea. Acta Chirurgica Scan- 
dinavica, Vol. 60, Supplement 7, 1920. 

This is a monograph, thus summarized: 

Recent works on the anatomy of the stomach by Fors- 
sell, Perman, Djorup Usadel, have shown that the cir- 
cular muscle fibers, the branches of the vagus and the 
main vessels of the submucosa take a parallel course 
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in the gastric wall. It is of importance for the main- 
tenance of the anastomosis and the post-operative motil- 
ity of the stomach to prevent injury to these anatomical 
structures during the operation. Even granting that the 
direct impulses to contraction of the muscular apparatus 
are being elicited by the autonomous nervous system, 
the usefulness of this activity is regulated by the extra 
gastric nerves, sympathetic and parasympathetic. Ex- 
perimental physiology also seems to indicate that these 
nerves are of importance for the qualitative regulation 
of the glandular secretion in the stomach. 

Konjetzny, Orator and Kalima have demonstrated in 
all cases of ulcer the existence of a gastritis, mostly 
located in the antrum pylori; These observations are 
confirmed by the author by his investigations on freshly 
resected parts; in 100% of cases examined one finds an 
obvious and indisputable gastritis independently of the 
location of the ulcer. In the more chronic forms of 
cases, plasma cells and regressive changes are predomi- 
nant; in more recent cases or in acute exacerbations of 
the chronic ones, one constantly finds leucocytes in great 
numbers and not infrequently suppurating processes in 
the mucous membrane with miliary abscesses. The 
constant presence of plasma cells, even in acute ulcera- 
tion of the mucous membrane with hemorrhage, indi- 
cates that the process of gastritis is older than the 
ulceration. 

In all cases -of ulcer, therefore, there always exists 
an inflammatory condition of the pyloric part of the 
stomach, in all probability primary and constituting one 
factor, perhaps the most important, in the so-called gas- 
tric ulcer diathesis. In chronic ulcers with anacidity one 
generally finds a condition of atrophic gastritis with in- 
creased connective tissue formation and _ glandular 
atrophy, in acute ulcers a marked aggravation of the 
inflammatory picture. The varying degrees of acidity 
may possibly have something to do with the different 
stages of gastritis. 

‘Lhe treatment of ulceration should primarily be direct- 
ed against the associated gastritis either in the form of 
medical treatment with careful dieting,.or as a radical 
operative attack on that factor we know to be associated 
with ulcer diathesis (Koennecke). The internal treat- 
ment is best suited for early cases while the more ad- 
vanced changes are less amenable to such therapy, the 
results being generally of short duration. 

Surgical treatment is indicated, partly in certain acute 
complications, in cases of organic obstruction or sus- 
pected malignancy, partly in all those Chronic cases 
where medical treatment has been tried with unsatis- 
factory or only temporary results. Should the history 
be a long one and the anatomical changes of serious 
nature, surgical interference may be advisable even with- 
out previous medical treatment. 

If the hisotry is indicative of chronic ulcer, operation 
should be undertaken without delay in cases of sudden 
hemorrhage. In acute ulceration of the mucous mem- 
brane with serious hemorrhage, operation should be per- 
formed only in case of vital necessity. 

When operation is undertaken for chronic ulcers, it 
should be aimed at eliminating the risks of the ulcer it- 
self, besides attacking the predisposing factor, the gas- 
tritis, and finally at restoring the patient to complete 
health and not merely relieving him from the immediate 
troublesome symptoms of his ulcer. Palliative methods 
means prolonged after-treatment with dieting and should 
be resorted to only on rare occasions when radical 
measures are impossible and previously solely medical 
treatment has been tried during sufficiently long time. 

The best clinical results with minimum disturbance of 
the digestion postoperatively are obtained by that meth- 
od which, on the one hand, eliminates the ulcer and the 
antrum pylori, and on the other hand, restores the 
physiological duodenal passage and brings the rhythmi- 
cal emptying of the stomach under control. Such meth- 
od is Billroth’s primary resection with incision accord- 
ing to principles laid down by the author. 

1. The primary mortality of the operation has been 
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less than 2%. 

2. In no case was there any recurrence during the 
time of observation. 

3. Of cases followed up after the operation 99% were 
considerably improved and 92% completely restored to 
health, tolerating different kinds of food. 

4. The post-operative motility has in most cases been 
restored, and the emptying of the stomach has returned 
to that of normal type. 

5. Only in exceptional cases has there been a more 
marked disturbance of the intestinal function after the 
operation, and the chemical analysis of the stomach con- 
tents has given a more satisfactroy result than after 
other methods of treatment. 

6. The digestion is much more dependent upon restor- 
ation of the physiological passage through the duodenum 
and a normal gastric motility than on the post-operative 
chemistry of the stomach. 


Can Ulcerative Endocarditis be Treated by Splenectomy? 
(Ist eine Beeinflussung der Endocarditis ulcerosa durch 
Milzexstirpation méglich?) Hemsorn, Berlin. 
Medizinsche Klinik, April 1, 1926. 

Heilborn raises the question whether the spleen itself 
may not be a focus for reinfection in long-drawn-out cases 
of sepsis or ulcerating endocarditis. He calls attention to 
the fact that the acute splenic tumor of infection is 
essentially a protective mechanism aiding in phagocytosis 
of invading organisms. At time goes on and as the in- 
fective process continues, bacteria in the spleen cause a 
proliferation of splenic tissue and induration of the organ. 
in this respect the spleen may act similarly to the chronically 
infected tonsil in causing reinfection. With this point in 
mind, Nordman has attempted splenectomy in cases of 
chronic sepsis and ulcerative endocarditis. The results, 
while not entirely satisfactory, were at least indicative of 
some improvement in the general condition. The patients 
who previously had been running fever and looking very 
sick, immediately after — began to improve and 
became fever-free. Unfortunately these patients sub- 
sequently died, probably as a result of emboli. The author 
suggests this procedure as of possibly some benefit in 
preventing reinfection by removing the focus of infection. 


Endometrial Adenoma (Implantation) in the Vermiform 


_ Appendix. M. G. Seexic, St. Louis. American 
Journal of Obstetrics and Gynecology, April, 1926. 

Seelig concludes: 

1. Endometrial adenoma of the appendix is probably 
a more common disease than the few recorded cases 
warrant. 

2. It may so closely resemble carcinoma, microscopi- 
cally and clinically, that it is imperative for surgeons to 
learn to recognize the lesion. 

3. The characteristic features of the disease are: (1) 
its exclusive occurrence in women; (2) the age inci- 
dence of from the thirtieth year to the age of the 
menopause; (3) the accompanying lesions of genital 
tract, rectum, sigmoid and higher intestinal tract; (4) 
the history of sterility, acquired painful menstruation, 
symptoms of chronic intestinal obstruction and acute 
exacerbation of pain at the menstrual periods, and (5) 
the tendency to spontaneous regression after the meno- 
pause. 

4. Microscopically and macroscopically, the distinguish- 
ing morphologic features of the disease cannot be mistaken 
if one has familiarized himself with the appearance of them. 

5. Treatment consists in removal of the appendix, ex- 
tirpation of implantation foci in the genital tract (if neces- 
sary panhysterectomy ). 


Experimental Results in the Use of Dead Fascia Grafts 
for Hernia Repair. Amos R. Koontz, Baltimore. 
Annals of Surgery, April, 1926. 

Koontz’ striking animal observations show that: 

1. Grafts of dead fascia, preserved in alcohol, when 
transplanted among living connective tissues, remain intact 
and unite with the tissue of the host. After a period of a 
few months it is impossible to distinguish the living from 
the “dead.” 
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2. The living and “dead” are likewise indistinguishable 
miscroscopically. 

3. The suturing together of the internal oblique muscle 
and Poupart’s ligament with strips of dead fascia in the 
dog results in the firmest type of fibrous union. 

4. Large, experimentally produced, ventral hernias in the 
dog can be successfully repaired by the use of large grafts 
of dead fascia. 

5. Dead fascia grafts may be homogenous or hetero- 
genous. 


Pyelography in the Diagnosis of Tumors of the Flank. 
FrepericK C. Herrick, Cleveland. Annals of Surgery, 
May, 1926. 

A coin placed over a palpated mass and a pyelogr4phy 
aids in the differentiation between intra- and extra-renal 
tumors. Variation of the renal axes as shown by pyelo- 
graphy is often of great value in differentiating renal or 
extra-renal masses. The course of the ureter and its re- 
lation to the mass is suggestive. Tumor without the kidney 
is more likely to change its axis and distort the pelvis or 
calyces. Tumor within the kidney is more likely to obliter- 
ate or fragment the calyces. 


Paralytic Ileus treated by Injection of the Celiac Gang- 
lion, (Zur Bekémpfung der Darmlihmung durch 
Umspritzung des Ganglion Coeliacum.) Paut RosEn- 
STEIN and Hans Kouter, Berlin. Medizinische 
Klinik, April 1, 1926. 

In the treatment of severe postoperative paralytic ileus 
practically all measures are without avail. Even enteros- 
tomy frequently serves to drain only the loop of intestines 
into which the tube is inserted. The rest of the gut remains 
distended and cannot empty itself even into the enteros- 
tomy tube. In this desperate situation the authors be- 
thought themselves of the effect of splanchnic anesthesia in 
causing peristalsis of the intestines. Because of the well- 
known value of tobacco infusions in bringing about evacua- 
tion of the bowels, they decided to employ a combination of 
both methods. A half percent. solution of nicotine, spec- 
ially prepared for them, was injected around the celiac 
ganglion with startling results in the matter of inducing 
peristalsis. The solution may bé injected either intra- 
abdominally according to the method described by Braun, 
or through a paravertebral route as described by Von Kappis. 
Because of the fact that ileus is a complication arising after 
operation in patients already weakened by disease, the au- 
thors prefer the paravertebral route. The method was 
tried on several cases, all desperately ill. Two recovered. 
Experimental work carried on in animals by Kohler, sub- 
stantiated the theoretical deductions and the clinical re- 
sults. The authors observed that all patients with uncon- 
trollable ileus are doomed and that any method is justifiable 
in such cases. They recommend this entirely new method 
primarily for use in such doomed cases, but suggest that 
as our experience grows, it may be applicable as a primary 
measure. 


Transplantation of the Gracilis Muscle for Incontinence 
of Urine. Crype Leroy Deminc, New Haven, Conn. 
The Journal of the A. M. A., March 20. 1926. 

Unique control of urination was accomplished in a case 
of epispadias with congenital absence of sphincter muscles 
of the bladder by the transplantation of the right gracilis 
muscle around the urethral mucosa. Previous plastic opera- 
tions on the internal sphincter of the bladder and the 
urethra had given good cosmetic results without control 
of urination. 

The transplantation of the gracilis muscle is not a dif- 
ficult procedure, because of its accessibility, its large muscle 
belly, its double nerve supply and the preservation of its 
blood vessels. The transplantation of this muscle is recom- 
mended in those cases in which there is a congenital absence 
of the bladder sphincter musculature and’ in those cases in 
which the muscles have been destroyed. 


(Sur le traitement 


Surgical Treatment of Nephritis. 
Chirurgical des nephritis). Aj Damskt. 
d’'Urologie. Volume 21, No. 3, 1926. 

The author gives a complete review of the question of 
the surgical treatment of nephritis. In this review the 
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frankly surgical conditions such as calculi, pyonephrosis 
and tuberculosis are not considered. Unilateral, hemato 
genous nephritis is to be treated by radical operatio 
Ascending pyelonephritis should be handled in an ex 
pectant manner. Painful hemorrhagic nephritis, so call- 
ed essential hematuria, is best treated by decapsulation 
associated with nephropexy in cases of nephroptosis. 
The toxic nephroses due to poisons, such as mercury, 
do not do well with decapsulation though this appears 
theoretically to be the procedure of choice. Of the med- 
ical nephritides, only those in which there is evidence of 
acute or subacute nephritis with suppression of urine 
and edema should be submitted to decapsulation. The 
glomerular nephritides in which there is already ex- 
tensive destruction of the parenchyma can not be treat- 
ed surgically. 


Calculus of the Kidney and Ureter. A Clinical Study 
of 34 Cases. Louis Rene KaurmMan, New York. 
The Journal of the Medical Society of New Jersey, 
March, 1926. 

X-ray examination covering the entire genito-urinary 
tract is diagnostic in renal calculus, although more than 
25% of cases require supplementary pyelogram; all ureteral 
calculi require cystoscopic study also. Postoperative x-ray 
study will disclose fragments left at operation (occurring 
in 2 of the cases reported)—cases which would other- 
wise be said to show recurrence later on. 

Symptoms are characteristic and typical in only 30% 
to 40% of the cases that present “colic.” Pain varies 
from a dull backache to vague abdominal pain. Gross hema- 
turia occurs in only 25% of all cases, though red blood 
cells are found in appreciable amount in 75% of cases. 
Pus cells, albumin and casts are not diagnostic by either 
their presence or absence. 

Disturbance of urination varies from retention (3 cases) 
to increased frequency (23 cases or 68%). Bladder dis- 
turbance is associated more commonly with infection, which 
was present in about 40% of the cases. 

Treatment is expectant in the case of small, inoffensive 
calculus locked in the cortex of the kidney in the absence 
of associated lesions or symptoms warranting operation. 

Operation for renal calculus is, preferably, pyelotomy or 
nephrotomy, or a combination of both, or nephrectomy. 

Ureteral calculi will pass into the bladder in over 50% 
of cases either spontaneously or following cystoscopic pro- 
cedures of dilatation by a variety of methods. Extraction 
by forceps should be reserved for calculi in the last 3 or 
4 centimeters of the ureter. Besides opiates, atropine, alka- 
line diuretics and heat, including hot colonic irrigation, good 
results appear to follow the use of piperazine and distilled 
water. The sovereign diuretic and stone remover is water 
in large amounts. 

Operation in ureteral cases is indicated in less than 50% 
of the cases by acute obstruction (rare), by the presence 
of infection (common) or frequency of recurrent attacks, 
especially with the failure of medical or cystoscopic pro- 
cedures or by demonstrable progressive impairment of 
kidney function. 

Ureterolithotomy is abdominal for all stones well below 
the level of the lower pole of the kidney, varying from the 
Gibson incision, (done in 2 of the 31 cases), to a small 
intermuscular incision; it is lumbar for stones located just 
below the lower pole of the kidney or above that point. 
In 9 cases, the lumbar incision was employed 4 times and 
the abdominal 5. 


mary Tumors of the Ureter. R. Leste Stewart, 
so lea The British Journal of Surgery, April, 
I 


Stewart summarizes: 

1. Primary tumors of the ureter are rare, and are met 
with chiefly in the sixth decade of life. 

2. Calculus is not a common predisposing factor; when 
present it is generally associated with malignant forms of 
tumor. 

3. Pathologically these tumors are most frequently 
papillary in type and many show the structure of benign 
papillomata, in which case they may be multiple or diffuse. 
There is a decided tendency towards malignancy—papillary 
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carcinomata, medullary carcinomata, and squamous epithelio- 
mata occur. Sarcomata are excessively rare. 

4. Any portion of the ureter may be involved, although 
there is evidently a predilection towards either the upper 
or the lower extremity. 

The symptoms produced are not pathognomonic of 
the disease, and are the same as those engendered by renal 
neoplasms—namely, haematuria, pain, and sometimes renal 
enlargement due to the tumor obstructing the ureter and 
causing hydronephrosis. 

6. Accurate diagnosis is usually very difficult, but con- 
siderable aid is obtained from the employment of ureteral 
catheterization and pyelo-ureterography. It is important to 
locate the downward extent of the tumor, with special 
reference to the possibility of multiple growths. 

7. Radical operation is indicated in treatment. In most 
instances, nephro-ureterectomy, either complete or partial, 
is the method of choice. Fulguration of tumors situated at 
the lower end of the ureter has given encouraging results 
in patients unsuited for the more radical surgical measures. 


Catheterization of the Ejaculatory Ducts. Harry C. 
Rotnick, Chicago. Surgery, Gynecology and Obstet- 
rics, May, 1926. 

Catheterization of the ejaculatory ducts is a difficult 
procedure; most attempts tail. Fluid injected through the 
ejaculatory duct reaches the seminal vesicle first and not 
the ampulla of the vas. The ampulla of the vas deferens 
does not communicate directly with the ejaculatory duct, 
it enters the neck of the seminal vesicle. 

It is not possible except in a small number of cases to 
force fluid beyond the seminal vesicle into the ampulla 
through the ejaculatory duct. Manipulations designed to 
insert a needle into the vas deferens usually fail and are 
at best blind maneuvers. 

Medication of the seminal vesicles through the ejacula- 
tory ducts seldom accomplishes its purpose, for the ampulla 
of the vas deferens which is always equally involved in 
the pathological process can be injected in only a limited 
number of cases. 


Observations Bearing Upon the Operation of Prosta- 
tectomy. I. Conen, E. C. Dopps and C. H. SHorNEY 
Wess, London. The British Journal of Surgery, 
April, 1926. 

The non-protein nitrogen content and uric-acid content 
of the blood formed the best guide to prognosis. The upper 
limit of safety for the complete operation of prostatectomy 
was found to be 50 mgrm. per 100 c.c. for non-protein nitro- 
gen, and 3.5 mgrm. per 100 c.c. for uric acid. If figures 
above these are encountered, the performance of a pre- 
liminary suprapubic cystotomy is advisable. The enuclea- 
tion can then be carried out when the figures fall within the 
limits of safety. The blood-urea content is much more un- 
reliable than the non-protein nitrogen and uric-acid con- 
tents. A high blood-urea content must always’ be regarded 
as a serious sign, but a low urea content cannot always be 
regarded as an indication of a normal kidney function. 
Laboratory findings should always be considered in com- 
bination with the clinical state of the patient. 

Changes of Urine Reaction A Vital Factor in the 
Treatment of Primary Acute Bacterial Cystitis. N. 
Biaustern, New York. The Journal of Urology, 
April, 1926. 

In this series of cases of acute cystitis 7 were of the 
acid type and 3 of the alkaline type. 

Duration of acute symptoms: 


Average 
Longest 


these were of the alkaline type. 

Autogenous vaccine was used in six cases at three 
day intervals with distinct advantage. Stock vaccine 
was used in four cases with less benefit. 

The bacillus coli communis was the causative factor 
in four cases, the bacillus coli communis and bacillus 
lactis aerogenous in three cases, the staphylococcus 
aureus in one case, the micrococcus ureae and bacillus 
proteus vulgaris in two cases. 


PROGRESS IN SURGERY 


Jung, 1926 


All patients were females and married. 

In three cases onset followed ocean bathing; In two 
cases onset followed long retention of urine while rid- 
ing in automobile; In one case onset followed severe 
pruritus vulvae—found to be diabetic; In two cases 
cause was attributed to pressure of four and one-half 
months pregnancy and obstipation. One case was a 
complication of acute rheumatic endocarditis. One fol- 
lowed an ischio-rectal abscess, bowels having been tied 
up for eleven days. 

Blaustein advises : 

1. In acute cystitis identify and recover the organism 
for the purpose of preparing a vaccine. Such vaccine 
acts best in the acid types of cystitis; tuberculosis ex- 
cluded. 

2. Prompt change of the reaction of the urine as soon 
as diagnosis is established; then change again. 

3. Calcium chloride and ammonium chloride are the 
best acidifiers of urine in alkaline cystitis. 

4. Sodium bicarbonate is the best alkalinizer of urine 
in acid cystitis, and possesses slight diuretic and anti- 
septic properties. 

5. Avoid instrumentation when the acute symptoms 
supervene; likewise instillations. 

6. Use diathermy for the post-infectious 
bladder.” 

7. Give hexamethylenamin intravenously to avoid 
gastric irritation; it is the best antiseptic. 

8. Avoid forced diuresis during the antiseptic period. 

9. Moderate elevation of pelvis will lessen frequency 
of urination. 

10. Guard against chilling of the body. 

11. Avoid purging; it causes congestion and aggra- 
vates the tenesmus. 


Ammonium Chloride as an Urinary Acidifier. |§ Maurice 
Muscwat, Philadelphia. The Journal of Urology, 
April, 1926. 

This study shows the value of ammonium chloride 
as an acidifier of the urine. In a dosage of 1 gram (15 
grains) t.i.d. it causes a decided increase in the normal 
urinary acidity. In the same dosage it may be used to 
change the reaction in cases of alkaline cystitis. 


“irritable 


Early Puerperal Retroversion. Victor Lack, London. 
The Lancet, March 20, 1926. 

Retroversion of the uterus occurs during the first two 
weeks of the puerperium in from 5-10 per cent. of all cases. 
The incidence of this condition has no relation to the parity 
of the patient, type of labor, or abnormalities of the puer- 
perium. The displacement can easily be corrected, in most 
cases. 

If the uterus was found to be retroverted an attempt was 
made to antevert it bimanually. If this succeeded the 
patient was turned on to her face and remained lying in 
that position for two hours. The next day she was ex- 
amined again, and if the displacement had recurred a ring 
pessary was inserted after anteverting the uterus. All 
cases in which any abnormality was noted were re-examined 
a month Iater. 


Gonococcal Endocervicitis. E. and C. 
L. Peacock, New Orleans. Southern Medical Journal. 
March, 1926. 

Thirty-eight cases of gonococcal endocervicitis cured by 
diathermy form the basis of this report. 

The treatment of gonococcal endocervicitis has been much 
simplified by the use of diathermy. It effectually destroys 
the gonococcus in situ, leaves no scar tissue, materially 
shortens the time usually required for treating such cases, 
is painless in its application and is clean. The technic 1s 
described. 


Treatment of Squamous-Cell Epithelioma of the Cervix. 
Frank W. Lynca, San Francisco. The Surgical 
Clinics of North America, April, 1926. 

Two to four weeks after preliminary radiation of about 
3000 mc. hours, we should remove by a truly radical dis- 
section all cervical carcinomas that appear limited .to the 
cervix if the patient is a good operative risk. We should 


-treat all. others by radium, and do all that is possible to 
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discourage the ordinary panhysterectomy in the treatment 
of cancer of the uterine cervix. 


An Operation for Complete Prolapse of the Rectum. 
Ursan Maes and JAmeEs D. Rives, New Orleans, La. 
Surgery, Gynecology and Obstetrics, May, 1926. 

With the patient in the lithotomy position the prolapse is 
reduced, and an inverted Y incision is made, with the arms 
embracing the anus. This is deepened to expose the ex- 
ternal sphincter. The anobulbar raphe is cut across, thus 
freeing the sphincter from the central tendon of the perin- 
eum. The anterior quadrant of the external sphincter is 
now excised, and the muscle immediately sutured end to 
end with U sutures of chromicized gut. The incision is 
deepened to expose the levator ani. Its medial margins are 
separated by blunt dissection with scissors. With a finger 
or a pack in the rectum as a guide, the anterior and lateral 
walls of the rectum as far as the lateral ligaments are ex- 
posed. This is best done by blunt dissection with a gauze 
covered finger. The prostate and seminal vesicles are 
pushed forward. If the cul-de-sac is abnormally deep, the 
reflection of peritoneum from rectum to prostate will now 
be encountered and should be carefully pushed up until the 
prostate is exposed in front, and the adventitia of the 
rectum, as far as the finger will reach, behind. The superior 
surface of the levator ani, covered by the pelvic fascia, 
now forms the lateral wall of the space. Beginning at the 
apex of this artificial vagina, sutures are introduced to ap- 
proximate the levatores and suspend the rectum. Chrom- 
icized catgut on full curved, round needles is used. A deep 
bite is taken in the levator and fascia on the right, the 
needle is then carried down an inch or an inch and a half, 
and several transverse stitches are taken across the lateral 
and anterior aspects of the rectal walls. From this point 
the needle is carried up to a point on the left levator, 
corresponding to the first bite on the right, and a similar 
stitch is taken here. Three or 4 sutures of the same type 
are inserted at short intervals until the free margins of the 
levatores are reached. Each of these sutures, when tied, ap- 


. proximates the levatores ani, suspends and plicates the 


rectum, and closes the depth of the cul-de-sac. A last 
‘suture approximates the free margins of the levators but 
does not pick up the rectum. This permits the anus to be 
thrown backward, reproducing the normal backward angula- 
tion of the anal canal. 

When relaxation of the pelvic floor is extreme, it may 
be necessary to supplement this procedure by fixing the 
posterior wall of the rectum, according to the method of 
Tuttle. Mucous membrane prolapse may mar an other- 
wise perfect result, but this may be easily corrected by 
linear cauterization or excision. 

The authors report that the operation is not difficult, 
produces practically no shock and is quite practicable with 
spinal or local anesthesia. 

The three recorded cases are too small in number to per- 
mit of conclusions. 


A New Application for Varicose Ulcers. Ropert H. 
Davis, St. Louis. Archives of Dermatology and 
Syphilology, April, 1926. 

The formula of this application is: boracic acid, 63 gm.; 
potash hydroxide (stick), 28 gm.; water, 200 c.c. Heat the 
boracic acid and potash hydroxide with 150 c.c. of water in 
a porcelain dish. Let cool.and fill to 200 c.c., givin a solu- 
tion of specific gravity of 1.2. This solution, while com- 
paratively mild in action on the unbroken skin, is frequently 
painful on ulcers if used in full strength. It will take off 
paint or varnish from furniture, so the patient should be 
warned against resting the cork or bottle, if any of the 
liquid is on the outside on such surfaces. 

Any crusts are removed from the base of the ulcer, and 
the solution, diluted one-half with water, is mopped on 
gently. A variable degree ot pain immediately ensues, 
which lasts from fifteen minutes to an hour. Simple Lassar’s 
paste (zinc oxide, pulverized starch, 2 drams of each, white 
petrolatum to make 1 ounce) is applied on strips of muslin 
five or ten minutes after the solution has been used. The pa- 
tient reapplies this salve-twice daily, at least he is supposed 
to, but his cooperation has often been poor. 

It appears to be best to begin the treatment by using 
the solution one-half strength, increasing tentatively to full 
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strength if the pain is not too great. Some of the chronic, 
indolent cases did not respond until full strength was used, 
but the majority of the patients did well with lesser con- 
centration. 

If possible, the application should be triweekly at least; 
however, in clinic work, this is often impossible. An elastic 
webbing bandage for severe varicosities was used during 
the day in a few instances. 

In view of the fact that results have been encouraging, 
Davis and his colleagues have used this treatment for two 
and a half years on all varicose and traumatic ulcers, and 
feel that it is at least an additional valuable method in 
combating this often stubborn condition. Davis reports 


several cases showing satisfactory response to the ap- 

plication. 

Cutaneous Carcinoma of the Lower Extremities. A 
Study of Cases at the Barnes and the Barnard Free 
Skin and Cancer Hospitals of St. Louis, Mo. 
Cesareo De Asis, St. Louis. Annals of Surgery, May, 
I 


Cutaneous carcinomata of the lower extremities seem to 
be never a primary condition. They arise on an older ulcer 
or some other lesion. They are very rare. They com- 
prise not more than 1% of all the carcinomata in the dif- 
ferent parts of the body, and 1 to 4% of all the cutaneous 
carcinomata. They are more common in men than in 
women, at least 2:1. They are more common above the age 
of fifty, but can be found even at an early age of twenty. 
Trauma and burns play a very important part as exciting 
etiological factors. The réle of syphilis as a predisposing 
etiological factor in cutaneous carcinomata of the lower 
extremities is not as yet fully established. Varicose veins 
and varicose ulcers are not the most important predisposing 
factor in the etiology of most of the cutaneous carcino- 
mata of the lower extremities. Cutaneous carcinomata of 
the lower extremities produce metastasis in the inguinal 
elands, either on the corresponding side alone or apparently 
on both sides, but mostly the former. Metastasis takes 
place early in some and late in others. In cutaneous car- 
cinomata of the lower extremities arising from trauma, the 
interval elapsing between the infliction of the injury and 
the appearance of the tumor varies from three months to 
fifty-four years. Most of the cutaneous carcinomata of 
the lower extremities are of the squamous-cell variety 
(prickle-cell type). 


Conduction: Anesthesia in the ‘reatment ot Fractures 
and Dislocations. (Leitungsandsthesie fiir die Be- 
handlung der Frakturen und Luxationen). WALTHER 
Mutter, Marburg. Medezinische Klinik, February 26, 


1926. 

This method of anesthesia is preferred to general narcosis 
in the treatment of fractures and dislocations because these 
patients cannot always be given a general anesthetic. By 
relaxing the muscle spasm over a period of several hours, 
reduction is made easier and the fragments are permitted 
several hours in which to be cemented together. There are 
no post-anesthetic struggles to disturb the position of the 
fragments. The author gives the technique for the injec- 
tion of the more important nerve trunks of the extremities. 


Tendon Regeneration and the Treatment of Tendon 
Rupture, Especially in the Region of the Synovial 
Sheaths. (Sehnenregeneration und Behandlung der 
Sehnenrupturen, insbesondere im Gebiete der synovia- 
len Scheiden.) E Naervi, Helsinki. Acta Chirur- 
gica Scandinavica, March 10, 1926. 

Because of the well-known tendency of flexor tendons 
to delay in healing, the author undertook a series of ex- 
periments on animals to determine the causes of this failure. 
It had been claimed that the synovial membrane and the 
synovial fluid were of prime moment in preventing the 
healing of the flexor tendons in the regions of the synovial 
sheaths. The author paid especial attention to this point 
and came to the following conclusions: 

(1) After tenorrhaphy the ends of the tendon are united 
by means of granulation tissue which is formed by the con- 
nective tissues of the peritenonium externum and internum 
and the tissues surrounding the tendon. The ends remain 
passive and do not seem to form any new tissue. The con- 
nective tissue outside the tendon forms more of the granu- 
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lation tissue between the ends than the peritenonium and is cleanly granulating, a Carden supracondylar amputation 


therefore of more importance for the healing of the tendon 
wound. In the endothelium-covered sheath of the tendon, 
the peritenonium grows over the ends of the tendon form- 
ing a kind of amputation stumps which do not unite. But 
if sutures are passed through the cut surface granulation 
tissue is formed from the peritenonium along and around 
the sutures. This is later on transformed into a tendon- 
like tissue uniting the ends. Therefore the methods of 
applying sutures used by Wilms, Lange and Frisch are 
more appropriate than the methods used by Dreyer, Wolfler, 
Trnka and Schussler where the sutures avoid the cut 
surface. 

(2) The synovial fluid does not affect the regeneration 
of the tendon disadvantageously nor does it check it. The 
form and the structure of cicatrix of the tendon is con- 
sequently quite the same inside and outside the sheath of 
the tendon. 

(3) For restoration of function it is absolutely neces- 
sary to spare the sheath of the tendon in order to facilitate 
the gliding movement and to keep the tendon in the right 
position. 

_ (4) Only by regular exercises, without any immobilisa- 

tion of the finger, is it possible to prevent adhesions of the 

tendon and in cases of ruptured flexor tendons to obtain 

the best possible functional results. ° 

Bone Formation in Osteogenic Sarcoma. 
Considerations. Eucene H. EIs1nc, 
Archives of Surgery, April, 1926. 

Eising assumes the following hypothesis: 

1. Sarcoma in bone is a malignancy of the softer struc- 
tures and connective tissues in bone progressing in the 
matrix and along the pathway of the haversian canals and 
blood vessels. 

2. The new bone proliferation in osteogenic sarcoma is 
a secondary process and is the result of an attempt at the 
establishment of a natural barrier to the intrusion of the 
neoplastic process. 


Plastic Operation for Repair of Traumatic Amputation 
of End of Finger. Epcar Lorrincton GILCREEST, 
San Francisco. The Surgical Clinics of North Amer- 
ica, April, 1926. 

A young woman cut off the end of her right middle- 
finger in a papercutter. The sharp knife made a clean 
amputation through the end of the finger at the level of the 
proximal and middle third of the finger-nail. With rongeur 
forceps Gilcreest bit off the bone until a flap of tissue on 
the palmar surface could be brought up, covering the bone. 
With a small, curved cutting needle threaded with fine 
silkworm-gut sutures, this flap of skin was brought up 
over the bone and the needle was passed through the 
remnant of the nail. Five sutures made a satisfactory ap- 
proximation. At the end of a week this flap of skin had 
grown beneath the nail and after removal of the sutures 
there was no separation. Six weeks after the operation 
she was able to play a piano, using the stump of the ampu- 
tated finger just as well as the other fingers. The end of 
the finger, which at first had a blunt fan-shaped appearance, 
rounded off like a normal finger. The length was exactly 
the same as her ring finger. The nail, while only half- 
length, made an inconspicious deformity. : 


Exarticulation at the Knee-Joint. Leo ELorsser, San 
Francisco. The Surgical Clinics of North America, 
April, 1926. 

Exarticulation is to be preferred in the aged and 
decrepit to a thigh amputation. It can be more rapidly 
and easily done. No blood need be lost; the shock is 
less, the stump is good, and if the patellar tendon is 
sewn to the hamstrings, the skin flaps seem to be so 
relieved of tension that they show no tendency to 
slough, even though the long anterior flap be used, 
which falls naturally into its place over the condyles 
when the patient is on his back. One frequently sees 
an exudate from in the suprapatellar pouch, but the 
joint should by no means be opened on this account. 
The fluid should be aspirated, repeatedly if necessary. 
Some of the earlier exarticulations were treated by the 
open method with Dakin’s solution. After the cartilage 
had shoughed, leaving the ends of the femoral condyles 
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was done and the wound closed. 

There were 22 exarticulations; the patients’ ages rang- 
ed from twenty-five to seventy-five years; 16 exarticula- 
tions were performed for gangrene, of these, 6 were 
diabetic, 3 arteriosclerotic without diabetes, 4 endarteri- 
t'c, and 3 embolic, the emboli originating in a fibrillating 
myocarditic heart. Two exarticulations were done for 
tuberculosis of the knee-joint and 4 for various sup- 
purations, traumatic and infectious (gas gangrene, ul- 
cers, and osteomyelitis of the leg). 


Ununited Fracture of the Hip. Mervin S. HENDERSON, 
Rochester, Minn. Annals of Surgery, May, 1926. 
The autogenous bone-graft is the operation of choice, 
and the fact that success was attained in 76% of twenty- 
one cases indicates that it compares favorably with the 
bone-graft for non-union in other bones. In three cases 
the same happy result was accomplished by using the beef- 
bone screws, but these cases were more favorable in every 
way. The remodelling operations of Brackett and Whit- 
man were carried out in six other cases with good results 
in all. In the latter group there was more residual stiff- 
ness than in the former group, and function, although 
satisfactory, was by no means as good. The duration of 
the non-union is no criterion in selecting the type of opera- 
tion. Some of the best results followed the anatomic type 
of operation, using the bone-graft, when non-union had 

existed for two and one-half and three years. 
The autogenous bone-graft should be used in cases of 
non-union of the hip when the patient is in good health, 


‘ when the disability is considerable, and when enough of 


the neck of the femur is left. One cannot state what the 
maximal age should be for this operation, but it is Hender- 
son’s opinion that if the patient is more than fifty-five, one 
of the other types of operation, such as that advocated by 
Brackett, Whitman or Albee, should be employed. Each 
patient is an individual study not only as concerns the local 
condition, that is, the condition of the neck of the femur 
and the femoral head, but also the general health, age, social 

status, degree of disability, suffering, etc. : 


Book Reviews 


Emergency Surgery. The Military Surgery of the World 
War Adapted to Civil Life. By Georce pe TARNow- 
sky, M.D., F.A.C.S., D.S.M., Colonel M.C., O.R.C. 
(378th Medical Regt.) ; Professor of Clinical Surgery, 
Loyola University Medical School; Attending Surgeon, 
Ravenswood Hospital, Chicago; Attending Surgeon, 
Cook County Hospital 1913-1919; Author of Medical 
War Manual No. 7, Military Surgery of the Zone of 
the Advance. Octave; 718 pages; 324 engravings. 
Philadelphia and New York: Lea & FEsicer, 1926. 

With the increasing participation of industrial organ- 
izations in the group or compensation schemes of medi- 
cal treatment and prophylaxis, there has developed a 
large and growing class of medical specialists. The 
industrial surgeon, acting as a cog in the complex 
mechanism of modern business, has adopted “business” 
methods to the purpose of reducing to a minimum the 
economic waste attendant on disease or accident. It is 
to be hoped that he will not so far forget his early vows 
as to neglect entirely the idealism and the personal ele- 
ment in the treatment of disease that made the family 
doctor so true a friend and so noble an asset to society. 
But, essentially, the function of the industrial surgeon 
involves the assumption of an impersonal attitude in the 
mass treatment of disease. In this respect, emergency 
or industrial surgery resembles the surgery of the zone 
of advance during the campaigns of the recent war. 

It is with the experience of the war and with the 
point of view engendered by the application of “whole- 
sale surgery” methods in the war zone, that de Tar- 
nowsky addresses himself to the industrial surgeon. 
The various topics are treated with an incisiveness and 
thorough command of the subject that characterise the 
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surgeon of wide experience. Short anatomical para- 
graphs precede the systematic discussion of the different 
injuries requiring attention. It is unfortunate that the 
author should have decided against including a descrip- 
tion of the various physico-therapeutic agencies now 
rapidly taking their proper position in the surgeon’s 
armamentarium. It is true that great confusion has 
existed and probably does still exist as to exact physical 
method to be prescribed in any individual case. Still, 
hydrotherapy, baking and massage, diathermy, the use 
of Zander apparatus and the precepts of occupational 
reeducation have all sufficiently established themselves 
to warrant consideration in a volume dedicated to indus- 
trial surgery. 

Apart from this rather glaring omission, the book is 
extremely worth while. It contains a long chapter on 
the medico-legal aspect of injuries and presents the so- 
lution of a great many vexing problems that arise daily 
in the life of the industrial surgeon. It is well written 
and attractively printed. Its illustrations are somewhat 
meager, but well chosen. It should prove of inestimable 
value to those whose primary interests lie in the inter- 
esting field of traumatic surgery. 


The Diagnosis and Treatment of Tuberculosis of the 
Hip. By G. R. Girptestoneg, B.M. (Oxon.), F.R.C.S.; 
Hon. Surgeon, Wingfield Orthopaedic Hospital, Ox- 
ford; Hon. Consulting Orthopaedic Surgeon, Shrop- 
shire Orthopaedic Hospital; Hon. Consulting Surgeon, 
Children’s Orthopaedic Hospital, Bath; Children’s 
Hospital, Cold pry Savernake Hospital, Marlborough; 
etc., etc. 12 mo.; 94 pages; 60 illustrations. London 
and New York: HumpHREY Mirrorp, OxFrorp UNI- 
VERSITY PREss, 1925. 

The subject matter of this little volume is entirely 
clinical. The author discusses nothing but the method 
of approaching cases that are or are suspected to be 
tuberculous caxitis. They are all grouped as Cases of 
“hip disease” and subsequent careful study in the hos- 
pital serves to establish the correct differential diagnosis. 
The acute cases with fever are treated in the open on 
Jones’ abduction frame. Once the fever has subsided, 
the question of mobilisation or stabilisation of the hip 
comes up for decision. The author describes the prin- 
ciples on which this problem is to be answered and 
gives the details of the methods suggested. The indica- 
tions for the surgical treatment of the deformities and 
disabilities arising as a result of improper handling of 
these cases are discussed at length and with great clarity. 

All in all, this book makes a most delightful addition 
to the orthopedic library. It presents the views of a 
physician apparently thoroughly conversant with every 
phase of the subject, whose judgments are matured and 
well balanced. It is well written and profusely illustrat- 
ed with well chosen and well reproduced photographs 
and roentgenograms. 


An Introduction to Surgery. By RutTHERFoRD Morison, 
M.D., F.R.C.S. (Edin.), F.R.C.S. (Eng.), M.A, 
D.C.L., LL.D.; Emeritus Professor of Surgery, Dur- 
ham University ; Cuartes F. M. Saint, C.B.E., 
M.D., M.S., F.R.C (Eng.); Professor of Surgery, 
Cape’ Town tlaceee South Africa. Second Edi- 
tion . Octavo; 347 pages; 183 illustrations. New York: 
Woop & CoMPANY, 1925. 

Specialization in all branches of medicine has pro- 
ceeded at so rapid a pace that a broad philosophic con- 
ception of the subject has become almost impossible. To 
those who come in contact with students and whose 
problem it is to present within a short space of time 
an epitomised knowledge of, for example, surgery, the 
necessity of some work discussing surgery from a broad 
point of view is paramount. Ordinarily the student, and 
all too frequently the practising physician, is confronted 
with a maze of details of pathology, diagnosis and treat- 
ment from which he extricates himself with difficulty. 
In principle, the types of injury or inflammation to 
which tissues are subject as well as the means of com- 
bating their ill-effects are relatively few in number. 
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Once their connotations are thoroughly understood, the 
application to any individual problem becomes a com- 
paratively simple matter. 

This need, Morison and Saint’s volume “An Introduc- 
tion to Surgery”, has assayed to supply. “Principles of 
Surgery” might perhaps have been a more accurate 
designation because individual surgical conditions are 
barely mentioned except where they are used as para- 
digms. The authors discuss wounds, inflammation, 
gangrene, ulcers. They describe fractures and the treat- 
ment of fracturés, but not a word about supracondylar 
fracture of the humerus. In short, they present the 
fundamental concepts of surgery and give a composite 
picture of surgical processes in an interestingly written 
little volume. 


Tumors of the Colon and Rectum. Their Patholegy, 
Diagnosis and ‘Treatment. By Jerome M. Lyncu, 
M.D., Surgical Director, St. Bartholomew’s Hospital, 
N. Y., and JosepH FeEtsen, M.D., Attending Pathol- 

< ogist, St. Bartholomew’s Hospital. Quarto; 259 pages; 

123 illustrations. New York: Paut B. Hoeser, Inc., 
1925. 

This volume presents a very excellent review of the 
essential facts connected with the diagnosis and treat- 
ment of tumors of the colon and rectum. Its plan is 
exceedingly logical and its presentation delightfully clear 
and interesting. A large chapter is devoted to an out- 
line of the anatomy and physiology of the colon and 
rectum. The pathological and clinical aspects are dis- 
cussed at length in separate chapters. Numerous case 
reports are presented in illustration of the points men- 
tioned in the text. More than fifty pages are dedicated 
to the purpose of detailing the technique of the various 
operative procedures suggested. In fact, the only criti- 
cism that can be made is that the discussion of end- 
results is extremely meager. No attempt is made to 
give the authors’ own results nor is any effort made at 
a critique of the plan of operation advised. Those end- 
results that are quoted are very sketchily presented and 
show no definite relationship between the type of tumor, 
the location of the tumor, the method of treatment and 
the final outcome. The volume is liberally provided with 
excellent photographs and sketches. A complete index 
and bibliographical references are appended at the end 
of the book. 

The publishers are entitled to a large share in the 
good opinion which this volume will undoubtedly call 
forth. They have unquestionably spared no expense or 
effort in the matter of binding, printing and the careful 
and beautiful reproduction of the details of the numerous 
illustrations. 


Handbuch der Massage und Heilgymnastik. Von Dr. 
Mep. Franz KircuperG, Lektor fiir Massage und 
Heilgymnastik an der Universitat Berlin; Dozent an 
der Deutschen Hochschule fiir Leibesiibungen. Band J. 
Octavo; 279 Seiten; 71 Abbildungen. Leipzig: Grore 
THIEME, 1926 

Physical therapy has long been laboring wnder the 
unpleasant onus it acquired during its early days. Grad- 
ually, however, its value for the treatment of a great 
many conditions that previously received inadequate 
attention, has become established in the hands of serious 
physicians. Among these physical methods, that of 
massage has been recognized and employed for the 
longest time. In spite of its admitted value, it is really 
surprising to see with what utter ignorance the great 
majority of physicians approach the question of pre- 
scribing proper massage in indicated cases. 

Kirchberg’s work on massage and therapeutic gym- 
nastics is intended primarily as a reference book for 
professional masseurs but it is written in a manner that 
should make it of interest and value to physicians as 
well. The work is divided into two volumes of which 
the first ig devoted to a thorough discussion of the 
technique and the indications of the various forms of 
massage and gymnastic exercises. A long chapter is 
dedicated to a description of the physiological effects of 
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“That awful pain in 

H Use Elastikon 

ow ae my chest 1s relieved, 
Doctor. Now I can 


yard lengths, inches an 

capable of being stretched 
to almost double its origi- 


he. This is the invariable com- 
clastic adhesive plaster to |. sive plaster) is. applied to 


limit chest motion in the 


3” for adults)  strappi ; 

the lower part of the ‘horas following disorders : 

and not overlapping. ese 
alt=» In a — THORACIC CASES desired to restrain excursion of 

sides are a » Only 

the “worse side” should be Tuberculosis (surgical and medical). 
Pleurisy. Fractured ribs. home 


b lied i hori 
plane, Dr. Howard Lilienthal has stated* that Sample Coupon -—— 


‘tt extremely in these conditions, elastic adhesive plas- | Johnson & Johnson, | 
that each ‘end of each strip ter, (Elastikon) is superior to other me | Blastikon | 
generous piece of ordinary chanical methods for restraining respira- | sample and literature. | 
esive aster of the 
same width to prevent curling. tory motion. Its extraordinary value 

As the same pieces are must be observed clinically to be fully 
left in place indefinitely, ° 
Elastikon is economical in appreciated. Sample available. 


—— to being remarkably *American Journal of Surgery, 39:227 


For “A Stitch in Time”--- 
Johnson’s Minor Suture Outfit 


contains, in a specially constructed box that fits 
in one’s coat pocket, the useful assortment of sut- 
ures shown in the picture, threaded on %4-curved 


needles: 


This handy assortment is sure to fill almost any 
sudden requirement of minor or emergency surgery, 
and may be replenished from regular boxes con- 
taining 3 tubes of a kind. 

“Saves that embarrassing moment.” 


HANDY ORDER BLANK 


Please fill this order for 
Suture Outfits and bill through 


NEW BRUNSWICK,() N.J..U.S.A. 
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